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what does 


high “ABA” 
mean to ou? High serum levels of antibacterial activity mean fewer treat- 
y ment failures in severe infections or in infections only mar- 


. ginally sensitive to penicillin. In other words, high ““ABA” 
means... 
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(penicillin V pota illy) 
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produces greater antibacterial activity in the serum against 





the common pathogens than any other available oral 
penicillin. 








Now at lower cost to your patient 
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Put your low-back patient 


back on the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


Ww Wallace Laboratories, Cranbury, New Jersey 











. help 


wants 


How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 











FORMULA: Each 15 cc. (tablespoon) contains: 
Sulfaguanidine U.S.P..... 2 Gm. 
| Ee 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from , 
four to _ gorge - 2 tea- bot - phbag 
spoons after each loose bowel move- Now York 18, N.Y. 


ment; reduce dosage as diarrhea 
subsides. 


Children: 2 teaspoon (=2.5 cc.) per 
15 Ib. of body weight avery four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles.of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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ALCOHOLISM 


HOBBY HORSE A hospital equipped and staffed for the accommo 
RANCH SCHOOL dation of those patients in whom over indulgence i: 
alcoholic beverages has created a problem. 


A School For Exceptional Children OPEN STAFF to members of the Arizona Medica 
Association. 

The Hobby Horse Ranch School is both home 
and school for a small group of children. It POLLEN FREE REFRIGERATED AIR 
weicomes the child who is mentally retarded CONDITIONING FOR YEAR ROUND COMFOR' 
and physically handicapped as well as the 


backward child who suffers no physical handi- " 
cap. The Franklin 


The Hobby Horse Ranch School is a branch Hospital 


of Fairview School in Fishkill, New York which 
was established in 1936. 





Hospital License No. 71 
Registered A.M.A. 
Member A.H.A. 
367 No. 21st Avenue 


P.O.B. 44, Cortaro, Ariz. PHOENIX, ARIZONA 
Phone - Day or Night - AL 38-4751 


Directors: Blanche C. Lightowler, B.A. 
Matthew W. Lightowler 




















MUrray 1-230] 


SYcamore 5-9901 


2900 E. Del Mar Blvd. 


(formerly Blanche Street) 
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PASADENA, CALIFORNIA 


As ENCINAS, sheltered in its own landscaped park, is conveniently 
located in Pasadena. Fully equipped for the clinical study, diagnosis 
and care of medical and emotional problems. Full-time staff of certified 
specialists in surgery, medicine and psychiatry. Rooms, apartments and 
suites available in main building or attractive cottages. 


CHARLES W. THOMPSON, M.D., F.A.C.P., Medical Director 
STAFF 
CLIFTON H. BRIGGS, M.D., F.A.C.S. KENNETH P. NASH, M.D. 
ETHEL FANSON, M.D., F.A.CP. STEPHEN SMITH III, M.D. 
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Professional Liaison Committee 


Meeting of the Profess’cnal Liaison Commit- 
tee of The Arizona Medical Association, Inc. 
held Sunday, November 13, 1960, Noel G. Smith, 
\1.D., Chairman, presiding. 


SUBCOMMITTEE REPORTS 
Allied Professions 

Robert H. Cummings, M.D., Chairman, sub- 
committee on Allied Professions, presented for 
the Professional Liaison Committee’s review and 
approval, the proposed composition of member- 
ship of the subcommittee, consisting of Doctors 
Reed D. Shupe, Noel G. Smith, Marcus Wester- 
velt, George Fraser and Robert H. Cummings, 
Chairman. 

The Professional Liaison Committee regularly 
moved and carried the approval of the com- 
posite membership of the subcommittee on 
\llied Professions. 


\rizona Osteopathic Society of Physicians 
ind Surgeons 

Robert H. Cummings, M.D., Chairman, sub- 
ommittee on Allied Professions, indicated that 
pportunity for a liaison meeting with the Ari- 
ona Osteopathic Society of Physicians and Sur- 
eons had not been presented to date. It was 


recommended that the full Professional Liaison 
Committee attend any initial meetings with the 
doctors of osteopathy in the State of Arizona, 
towards liaison on problems of mutual concern. 
AMA Committee to Study the Relationships of 
Medicine with Allied Health Professions and 
Services — Final Report 

The Committee received the final report of 
AMA’s Committee to Study the Relationships of 
Medicine with Allied Health 
Services, and will delineate its thoughts and 
recommendations at the next meeting of the 


Professions and 


Professional Liaison Committee. 


Arizona Education Association 

The Committee determined George 
Fraser, M.D. of Tucson should Mr. 
Ellsworth A. Moe, Executive Secretary, Tucson 
Education Tucson, that 
Robert H. Cummings, M.D., Chairman, subcom- 
mittee on Allied Professions would contact Mr. 
Dix Price, Executive Secretary, Arizona Edu- 
cation Association, regarding liaison on prob- 


that 
contact 


Association in and 


lems of mutual concern between representatives 
of ARMA and the Arizona Education Associa- 
tion. It is anticipated that a report will be forth- 
coming following such visitations. 
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Tucson Public Schools — Sixth Annual 
Meeting — The American College of 
Sports Medicine 

The Committee reviewed a letter from Lind- 
say E. Beaton, M.D., President, ARMA, to Mr. 
John L. Barringer, Director, Health, Physical 
Education and Recreation Department, Tucson 
Public Schools, Education Center, 1010 East 
Tenth Street, Tucson, Arizona, having reference 
to the transactions of the Sixth Annual Meeting 
of the American College of Sports Medicine, and 
anticipating interest and cooperation with the 
public schools in the advancement of sports and 
athletics, on a proper medical and educational 
level. 

It was determined that such information be 
forwarded to Doctor Hugh H. Smith, a member 
of the subcommittee on Public and School 
Health, requesting contact with Mr. Barringer 
and subsequent report to the Committee. 

It was moved by Doctor Payne, seconded by 
Doctor Wagner and unanimously carried that 
the report of Robert H. Cummings, M.D., Chair- 
man of the subcommittee on Allied Professions, 
be accepted, together with its recommendations. 


CAREERS AND ARIZONA AMEF 
“Career Nights” Program 

Albert G. Wagner, M.D., Chairman of the sub- 
committee on Careers and Arizona AMEF, pre- 
sented his report and recommendations to the 
Professional Liaison Committee, appertaining to 
the subject of “Career Nights” programs, not 
only in the universities in Arizona, but all in- 
stitutions of higher learning and high schools 
and submitted a format of procedure. 

It was determined that Doctor Wagner would 
contact the (Association) District Directors for 
assistance in designing community representa- 
tives (doctors of medicine) to aid in develop- 
ment and activation of the “Career Nights” pro- 
gram. 

It was moved by Doctor Frissell, seconded by 
Doctor Payne and unanimously carried that we 
accept the format for “Career Nights” programs 
as presented by Doctor Wagner. 

AMA Resolution No. 41 

The Committee received Resolution No. 41 
from the AMA, encouraging medicine's story 
to high schools to increase qualified students 
applying for a medical education. 

It was moved by Doctor Wagner, seconded 
by Doctor Payne and unanimously carried that 
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we accept and adopt the resolution of the Ame: 
can Medical Association. 
AMA Resolution No. 2 

The Committee reviewed Resolution No. 2 
AMA with reference to a statement of polici 
of the National Foundation. 

It was moved by Doctor Cummings, seconde | 
by Doctor Wagner and unanimously carried th 
this item of business be referred to Lavern | 
Sprague, M.D., Chairman of the subcommitt: 
on Physicians and Surgeons for clarificatio.,, 
with particular interest in the scholarship pro- 
gram as presented therein, and with the r 
quest that Doctor Sprague file a report of tl 
investigation of this matter with the Committe 
AMA Report — Future Shortage of Physicians 

The subcommittee was not in position to re- 
port on this item of business at this time, and 
it was deferred to the next meeting of the Pr: 
fessional Liaison Committee. 

Society for Academic Achievement in 
Community High Schools 

The subcommittee was not in position to r 
port on this item of business at this time, and 
it was deferred to the next meeting of the Pri 
fessional Liaison Committee. 

It was moved by Doctor Frissell, seconded b» 
Doctor Cummings and unanimously carried that 
we accept the report and recommendations of 
the subcommittee on Careers and Arizona AMEF 
and commend the committee for its excellent 
report. 


GOVERNMENTAL MEDICAL STAFFS 

Resolution — Medical and Chirurgical 
Faculty of the State of Maryland 

The Committee reviewed the resolution « 
the Medical and Chirurgical Faculty of th 
State of Maryland regarding the problem « 
expansion of Veterans Administration Hospita 
into the field of non-service-connected disabil 
ties, and further reviewed Resolution No. | 
adopted by The Arizona Medical Associatio: 
Inc., by its House of Delegates in meeting he! 
May 4, 1960 on the subject of Limitation « 
Federal Medical Care of all Veterans to Servic: 
connected Disabilities. 

It was determined that no further action w 
necessary in this regard. 
Randolph School — 
Medical Advisory Board 

William G. Payne, M.D., Chairman, subcon 
mittee on Governmental Medical Staffs, reporte 
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at none of the Arizona State supported schools 
ve a medical advisory board constituted by 
sich institution. The investigation of this situa- 

m continues and a report is anticipated at the 
xt meeting of the Professional Liaison Com- 
ttee. It is felt that this item of business may 
juire legislation, since it appears that the 
verning bodies of these institutions are not 
rticularly interested in adopting such regula- 
ms requiring medical advisory boards. 

[t was moved by Doctor Wagner, seconded 
Doctor Frissell and unanimously carried that 
report of the subcommittee on Governmental 

!edical Staffs, be accepted. 
NURSES 

bcommittee on Nurses 

Noel G. Smith, M.D., Chairman of the Pro- 
ssional Liaison Committee, presented a report 
eceived from Max Costin, M.D., Chairman, sub- 
ommittee on Nurses, following a meeting with 
epresentatives of the Federation of Licensed 
vactical Nurses and Doctors Max Costin and 
rancis Bean, on recommendation of Lindsay E. 
Beaton, M.D., President, The Arizona Medical 
Association, Inc. 

“After several hours of discussion, it seems 
that I can summarize by saying that the areas 
in which L.P.N.’s feel that the physicians can 
be of some help are as follows: 1. At present 
there is no differentiation in most hospitals in 
the treatment of aides and L.P.N.’s, the latter 
having had a year of training, being licensed 
and part of an organization which regulates 
their ethics, etc. 2. The above situation makes 
for poor utilization of the potentials of the 
L.P.N.’s. Part of this lack of utilization also is 
due to conflicts between L.P.N.’s and R.N.’s 
and their area of activities. 3. At the present 
time licensure for practical nursing is permis- 
sive. L.P.N.’s would like us to support legisla- 
tion making the licensing of L.P.N.’s mandatory 
in order to raise standards. 4. L.P.N.’s also are 
worried about possible pending legislation grant- 
ing waivers of licensure over a broad area. 


7 


Tr 


— = - 


After this discussion, it was my opinion that 
any encouragement we, as physicians, can give 
ward a meeting of minds between R.N.’s and 
P.N.’s, as to defining work areas and allowing 
itentialities of many L.P.N.’s to be utilized, 
vould probably work to the benefit of patients, 
hospitals and physicians. Both Dr. Bean and 
| have informally suggested to these leaders of 


— 
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the L.P.N. group that they do their utmost to 
meet and come to some agreement with the 
R.N.’s, as a first step toward their better recog- 
nition.” 

It was moved by Doctor Payne, seconded by 
Doctor Wagner and unanimously carried that 
we accept the report of the subcommittee on 
Nurses. 

AMA Division of Scientific Activities 
Department of Nursing 

The Committee received the report of the 
establishment of a Department of Nursing from 
the AMA Division of Scientific Activities, in- 
dicating liaison being available to the constituent 
State Associations. 

No action indicated. 


ASSOCIATION OF PHYSICIANS 
AND SURGEONS 
No report. 
PUBLIC HEALTH AND SCHOOLS 

Ben P. Frissell, M.D., Chairman, subcommit- 
tee on Public Health and Schools, indicated a 
need and a desire for a change in the name of 
the subcommittee, from Public Health and 
Schools to “PUBLIC AND SCHOOL HEALTH.” 

It was moved by Doctor Frissell, seconded by 
Doctor Cummings and unanimously carried that 
henceforth, the subcommittee shall be entitled, 
Public and School Health. 
Composite Committee Membership 

The Professional Liaison Committee on rec- 
ommendation of Doctor Frissell, accepted the 
composite membership of the subcommittee on 
Public and School Health to be: Doctors Stan- 
ford F. Farnsworth (Phoenix); Ben P. Frissell, 
Chairman (Phoenix); E. Henry Running ( Phoe- 
nix); Hugh H. Smith (Tucson) and Noel G. 
Smith ( Phoenix ). 
Raw Milk Legislation Report 

As you will recall, an attempt to correct the 
existing situation regarding raw milk was made 
in the Legislature in February, 1959. This at- 
tempt was defeated in spite of the efforts of 
the Medical Association, basically due to the 
attitude of certain people in the dairy industry, 
although the cause was not helped by some of 
our own profession. We have discussed this 
problem with the State Health Department, with 
the County Departments in Maricopa and Pima 
County and with one of the sponsors of the 
bill. The unanimous feeling appears to be that 
this is not the right time to reopen the effort 
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with respect to this piece of legislation. The 
Health Department people assure us that the 
amount of raw milk being sold in the State 
on a commercial level is very low and they do 
not feel at the present time that it poses a real 
Public Health problem. 

Birth Control Legislation 

It was noted that the proposed recommended 
legislation having to do with the question of 
Arizona Revised Statutes on the subject of birth 
control and the use of contraceptives, etc., had 
been referred by the Board of Directors of 
ARMA to the Legislative Committee for review 
and recommendation. 

It was moved by Doctor Cummings, seconded 
by Doctor Payne and unanimously carried that 
the subcommittee on Public and School Health 
make itself available to the Legislative Com- 
mittee for preparation of revision of the Arizona 
Revised Statutes pertaining to birth control laws. 
School Health Advisory Committee 

Noel G. Smith, M.D., Chairman of the Pro- 
fessional Liaison Committee brought to the at- 
tention of the Professional Liaison Committee, 
the subject of “school health requirements” prior 
to obtaining a teacher's certificate in Arizona 
schools and its anticipated deletion from their 
certification program. 

It was determined that a letter be prepared 
on the subject with anticipated distribution to 
the Arizona State Board of Education, Arizona 
State Department of Public 
other departments of interest, and submit it to 
The Arizona Medical Association for immediate 
recommendation, acceptance and mailing, at an 
early date. 

It was moved by Doctor Payne, seconded by 


Instruction and 


Doctor Cummings and unanimously carried that 
we accept the report of the subcommittee on 
Public and School Health, together with its 
recommendations contained therein. 


WOMAN'S AUXILIARY 

No requests for information or assistance being 
in hand from the Woman's Auxiliary to The 
Medical report 


Arizona Association, no 


given. 


was 


Lorel A. Stapley, M.D. 
‘Secretary 

by Leslie B. Smith, M.D. 
President-elect 

Acting Secretary 
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INDUSTRIAL RELATION 
COMMITTEE — 
RECOMMENDATION 


Too frequent instances of disagreement b 
tween Medical Attendants of Industrial ca. 
and the Legal Department of the Industri 
Commission makes it necessary to call to a 
tention the proper position of both groups 
handling these problems. 


These disagreements have arisen principal! 
from the fact that, inadvertently, the Medic 
Attendant, has, at times, extended his findings 
to include a finding on the question of liabilit 
This, of course, is the sole function and pr 
rogative of the Commission. 


Simply stated the function of the Medical 
Attendant is to report to the Commission as t 
what happened to the patient medically, usin 
such terms to best interpret the status of th 


patient. 


Following this report it is the duty of thy 
Legal Department to decide whether the cas: 
is a concern of the Industrial Commission « 
Arizona. These responsibilities do not overla; 
The Legal Department may at times request 
further opinion of the Medical Attendant but 
the status of responsibility does not change. 


The Industrial Relations Committee recon 
mends the use of the diagnostic form of tl 
American Psychiatric Association in reportin 
psychiatric cases. The recommended form is : 
follows: 


Diagnosis: 
a. Predisposition 
b. External Precipitating Stress 
c. Degree of Incapacitation 
This provides a workable, concise diagnost 
outline for both the Medical and Legal D 


partments of the Industrial Commission to i 
terpret. 
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How 

do 
Filmtab’ 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets” be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating “‘seal’’ coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 











Filmtab—Film-sealed Tablets, Abbott. 


© 1960, ABBOTT LABORATORIES 101031A 











Abbott 
Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS™ To help insure optiomal nutrition 
in growing teenagers 
Each Filmtab® represents: 


Vitamin A 

Vitamin D 

Thiamine Mononitrate (B1) 

Riboflavin (Ba) 

Nicotinamide 

Pyridoxine Hydrochloride 

Cobalamin (Vitamin B12) 

Calcium Pantothenate 

Ascorbic Acid (C) 

Iron (as sulfate) 

Copper (as sulfate) 

lodine (as calcium iodate) 

Manganese (as sulfate)................ 

Magnesium (as oxide) 

Calcium (as phosphate) 

Phosphorus (as calcium phosphate)... . 
In table bottles of 100, botties of 250 & 1000 


(5000 units) 1.5 mg. 
(1000 units) 25 mcg. 


193 mg. 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally ‘‘run-down" 


Each Filmtab® represents: 


Vitamin A 3 mg. (10,000 units) 
Vitamin D 25 mcg. (1000 units) 
Thiamine Mononitrate.................... 
Riboflavin 
Nicotinamide 
Pyridoxine Hydrochloride................. 
Cobalamin (Vitamin B12) 
Calcium Pantothenate 
pe 

In table bottles of 100, botties of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets pius the following: 


Iron (as sulfate) 

Copper (as sulfate) 

lodine (as calcium iodate) 

Cobalt (as sulfate) 

Manganese (as sulfate) 

Magnesium (as oxide) 

Zinc (as sulfate) 

Molybdenum (as sodium molybdate). ... 0.2 mg. 
In table bottles of 100 & 250, bottles of 1000 


— 


...1n attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—illness, infection, etc. 


Each Filmtab® represents: 


Vitamin A 
Vitamin D 
Thiamine Hydrochloride 
Riboflavin 
Nicotinamide 
Pyridoxine Hydrochloride 
Cobalamin (Vitamin Biz) ............... 
Calcium Pantothenate 
Ascorbic Acid 

In table bottles of 30 & 100, bottles of 1000 


7.5 mg.(25,000 units) 
25 mcg. (1000 units) 


OPTILETS-M® Each Filmtab represents all the 
vitamins of .Optilets plus the following: 


Iron (as sulfate) 

Copper (as sulfate) 

lodine (as calcium iodate) 

Cobalt (as sulfate) 

Manganese (as sulfate) 

Magnesium (as oxide) 

EERE IER EO AAR 

Molybdenum (as sodium molybdate). ... 
In table bottles of 30 & 100, bottles of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery 


Each Filmtab® represents: 


Thiamine Mononitrate 

ER Se ARS NE Fee 

TES ae ae 

Pyridoxine Hydrochloride 

Cobalamin (Vitamin Bi2)............ 

Calcium Pantothenate. .... 

ee ee ree 

Desiccated Liver, N.F.............. ‘ 

Liver Fraction 2, N.F.. 

Brewer's Yeast Dried................. 
In table bottles of 60, bottles of 100, 500 & 1000 


RE 
( ABBOTT | 


TABLE BOTTLES AT NO EXTRA CC 


VITAMINS BY ABI OTT 


@rilmMTaAB— FILM-SEALED TABLETS, ABBOTT 
©1960, ABBOTT LABORATORIES 
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Beckman — Pharmacology 


The Nature, Action and Use of Drugs 


New (2nd) Edition! The physician in practice 
10 wants completely up-to-date coverage of drug 
erapy will find this volume tailor-made to his 
eds. It represents a thorough, sweeping revision 
a popular textbook. The latest advances in phar- 

racology —tranquilizers, antibiotics, chlorothiazide 

; alogues, etc.—have been skillfully incorporated to 
ly update the successful format of the first edi- 
n. Drugs are classified in logical physiologic units 
their action on the body rather than their effect 

on disease. You'll find drugs that stimulate or de- 
press Muscle—drugs relating to Blood—drugs 
affecting the Central Nervous System—drugs affect- 
ing Vision. This revision is based on suggestions 
from authorities the world over. Almost every page 
evidences significant changes and additions. 


By HARRY BECKMAN, M.D., Chairman, Departments of Pharmacol- 
ogy. Marquette University Schools of Medicine and Dentistry; Con- 
sulting Physician, Milwaukee County General Hospital and Columbia 
Hospital; Editor, Year Book of Drug Therapy. About 815 pages, 
7”x10”, with about 150 illustrations. About $16.50. 

New (2nd) Edition —Just Ready! 


Edwards —An Atlas of 
Acquired Diseases of the 
Heart and Great Vessels 


New! Any physician who is at any time concerned 
with heart disease will find this 3-volume atlas in- 
valuable. It represents the most complete and mean- 
ingful presentation ever issued of structural changes 
involved in acquired heart disease. It clearly sets 
forth the manner in which these morphologic alter- 
ations influence function. For each disorder, Dr. 
Edwards discusses first the anatomy of the part or 
region involved. He then covers both major and less 
common lesions—aided by brilliantly clear illustra- 
tions of gross anatomy and histologic changes. For 
major disease entities he pictures the anatomical 
representation of functional derangements; carefully 
describes differential diagnosis, clinical features, and 
complications. 

Volume I. Diseases of the Valves and Pericardium 


Volume II. Coronary Artery Disease and Hypertension 
Volume III. The Great Vessels 


By JEssE E. EDWARDS, M.D., Consultant, Section of Pathologic 
Anatomy, Mayo Clinic, and Professor of Pathology, Mayo Founda- 
tion, Graduate School, University of Minnesota, Rochester. 3 vol- 
umes, totaling about 1450 pages, 8”x114%4”, with 2333 illustrations. 
About $65.00. New — Ready in March! 





| Order from W. B. SAUNDE 


1961 
Current Therapy 


Here are the surest, most effective treatments 
known to medical science today for every dis- 
ease you are likely to encounter. New and im- 
portant changes in treatment for hundreds of 
disease are detailed—diseases you may well be 
called on to treat within the year. Each is writ- 
ten specifically for 1961 Current Therapy by an 
authority who is using it today. 


This volume represents an extensive revision. 
Over 80% of the articles are changed in a sig- 
nificant manner. New subjects include: cardiac 
arrest; the chronic leukemias; pseudomembran- 
ous enterocolitis; varicosities in pregnancy; and 
poison control centers in US. and Canada. 


Among the 248 completely rewritten articles are: 
The Common Cold—Diphtheria— Mumps - Polio- 
myelitis—Rheumatic Fever—Congestive Heart 
Failure—Hypertension— Acute Myocardial Infarc- 
tion—Regional Enteritis—Tumors of the Stomach 
—Diabetes Mellitus in Adults—Allergy in Chil- 
dren—Occupational Dermatoses—Cerebral Vascu- 
lar Accidents—Subacromial Bursitis— Bleeding in 
Late Pregnancy and Early Puerperium. 

By 314 AMERICAN AUTHORITIES Selected by a Special 


Board of Consultants. Edited by HOWARD F. CONN, M.D. 
About 842 pages, 842"x11”. $12.50. New —Just Ready! 


West Washi Ss 
RS COMPANY “°* Priiadelpnias 


6S Please send me the following books and charge my account: 
nae () Beckman’s Pharmacology, about $16.50 


Spooks 


Name 


(0 1961 Current Therapy, $12.50 
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in infectious disease’-**>* 

in arthritis‘***>- 

in hepatic disease*>+*- 

in malabsorption syndrome***" 
in degenerative disease*’:*-- 
in cardiac disease *-2*-**.=« 

in dermatitis 

in peptic ulcer*** 

in neuroses & psychiatric disorders*** 
in diabetes mellitus" 

in alcoholism>-*-**7-* 

in ulcerative colitis‘ 

in osteoporosis"? 

in pancreatitis” 

in female climacteric:= 


Patients with chronic disease deserve 
the nutritional support provided by 


Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 
clinically-formulated and potency 
protected to provide 


with vitamins only 


also available: 


Theragran products do not contain folic acid. 


1-41 alist of the above references will be supplied on request. 


*THERAGRAN'® IS A SQUIBS TRADEMARK Squibb Quality—the Priceless Ingredient 
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‘cardiograms? 


HOUSE CALL ECG TEST demands a lightweight, 

yet rugged and accurate instrument you 

can carry anywhere. The Sanborn ‘‘300 Visette”’ 

weighs 18 pounds complete, is little larger than 

your briefcase, performs accurately trip after trip. 

In your office or laboratory, a 2-speed, 

highly versatile ECG can be one of your most 

valuable diagnostic tools. The Sanborn ‘100 

Viso” records at 25 or 50 mm/sec., al any of 3 

sensitivities, accepts non-ECG inputs and outpul 
monitoring equipment. 


MEDICAL 


SANBORN § 


Waltham 54, Massachusetts 


175 Wyman Street 


And in clinic or hospital use, an ECG with all 
its accessories that can be rolled effortlessly from 
place to place saves time, lets one instrument 
answer many calls. The Sanborn “100M Viso”’ 
— a mobile cabinet version of the “100 Viso” — 
provides complete mobility in a precision ECG. 

Call or write your nearby Sanborn Branch 
Office or Service Agency for» complete instru- 
ment information and details of the 15-day trial 
plan and convenient time payment purchase 
arrangement. 


SL pivision 
CONMmMPANY 


PHoEnix Resident Representative 25 E. Osborn Rd., Amherst 5-6328 
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@ See 
| | | | | both blood picture 
and patient respond to 
| | | | | TRINSICON’ 


(hematinic concentrate with intrinsic factor, Lilly) 
For a rapid he:natological response 
. . . Striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 


| producing in ten days an Hb and RBC re- 

sponse comparable to that obtained after a 

| transfusion of one pint of whole blood. For 

potent, complete anemia therapy, prescribe 
eRe on at 


Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 





Vitamin By, with Intrinsic Factor 
Concentrate, N.F.. . . . . 1N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


Gee ww tc es 
(The above three ingredients are clinically equiva- 
lent to 144 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C). . . . . . 150 mg. 
DME <ecsteecenrasviscne 228 


119008 
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Griseofulvin, 


Original Articles 


a New Oral Treatment 
for Ringworm” 


by 


J. Walter Wilson, M.D.** 


Los Angeles, California 


An interesting and enthusiastic article which deals with the advantages, as well 


as the limitations, of the drug, Griseofulvin. Significantly pointed are the remarks 


concerning proper case selection for administration of Griseofulvin. (R.L.D.) 


l BELIEVE Griseofulvin is destined to become 
one of the “miracle drugs,” capable of becoming 
as well established in our armamentarium as 
penicillin was, but I think it will have to over- 
come some major disadvantages, the principal 
one being that it will not cure “everything.” 


I do not have color illustrations and this is not 
due to any lack, because I have about 2500 color 
illustrations of fungus diseases in one stage or 
another. It is because I have become convinced 
that the use of such pictures in a lecture of this 
sort will be misleading. For example, suppose I 
show a typical picture of a certain form of ring- 
worm, and I succeed in implanting in your 
minds the picture of that disorder as it should be 
— and you carry that with you and you see a 
case which presents the same sort of lesions — 
and you say, “This is ringworm, therefore, let’s 
treat it as such.” Fifty per cent of the time, at 
least, you will be wrong, because it is impossible 
to differentiate fungus diseases from non-fungus 
diseases by visual means alone. If you can learn 
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to tell the difference between the herald spot of 
pityriasis rosea and a single spot of ringworm, 
you are a better clinician than I . 


It has been my very good fortune to have had 
experience and training under three dermatolo- 
gists whom I consider deserve to be rated among 
the best clinicians in the world who freely ad- 
mitted that it is impossible to differentiate fun- 
gus diseases from non-fungus diseases by clini- 
cal appearance alone. 


And here, very early in this talk I usually lose 
part of my audience, apparently because I have 
to say that a microscopic examination of a bit of 
tissue from the edge of a suspected lesion is al- 
most a necessity. And many listeners think, 
“That's too difficult for me,” so they cease to be 
interested in anything further that I have to say. 
This examination is not difficult. It is one of the 
simplest of procedures and can be done in a 
matter of 40 seconds. A tiny bit of tissue can be 
taken from the edge of the lesion while you are 
inpecting it. It takes no more time to have in 
your hands a small instrument, a No. 15 blade 
on a Bard-Parker knife, and take a small piece 
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about as big as the end of a kitchen match. Give 
it to a nurse if you wish and have her put it with 
a drop of potassium hydroxide on a slide, put 
on a cover slip, warm it for about 10 to 15 sec- 
onds, press it down and call you to the micro- 
scope to see whether it has fungi or not. You 
can do it after you get to the micrescope in about 
10 to 15 seconds. 


And I think to use this new medicine, Griseo- 
fulvin, a technique such as this is almost a ne- 
cessity. Griseofulvin has a little bit of anti-in- 
flammatory activity, so I suppose it will help to 
a small extent a number of non-fungal inflam- 
matory disorders, not only of the skin but else- 
where, just as aspirin helps inflammation to a 
certain extent. It also has a little anti-mitotic ac- 
tivity such as similar to but not nearly as effi- 
cient as, for instance, colchicine or podophyllin, 
so I suppose it will even make some neoplastic 
disorders decrease a little in size but not effi- 
ciently enough for this to become a satisfactory 
treatment for those disorders. So that if this 
medicine is going to acquire any fame, it’s got 
to rise above the fact that all too often it’s going 
to be used in non-fungal disorders which it has 
no chance to cure in the first place, thereby 
discourging both patient and doctor. It’s too ex- 
pensive to try simply as a trial — such as, “Let's 
see if two weeks of it will cure or will help?” 
Well, two weeks of Griseofulvin at the proper 
dosage will cost about 18 to 20 dollars, a little 
too much for many disorders which could be 
cured with two-and-one-half dollars worth of 
other properly selected medicaments. 


The development of a new drug like this 
makes a very interesting story, and I’m very 
happy to have had a little interest in it a long 
time ago. In about 1939 it was realized that the 
medical profession possessed a very efficient and 
relatively safe drug in the form of penicillin. 
The only thing wrong with penicillin in those 
days was that it was too expensive; it was hard 
to make, a gallon of medium manufactured only 
a few milligrams of penicillin; and it was real- 
ized that if this source had to be relied upon, 
penicillin was not going to be available in ade- 
quate supply. And so the bacteriologists and 
mycologists started very diligently looking for 
other sources of penicillin, that is, for other 
species of Penicillium, which might produce it 
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in larger quantity per gallon of medium. An 
they did find one, particularly, which did a ma 
velous job furnishing almost a hundred time 
the yield of penicillin. 


But while they were making this search, « 
course, they had to culture a lot of differe: 
Penicillia and extract them and find the acti, 
principles that were produced; and they foun 
a few dozen materials, which they tested again; 
bacteria which proved to be not successful « 
not efficient enough. They simply labeled thes 
and put them on the shelves for future refe: 
ence. P. W. Brian in Britain in the ’40’s began to 
look through all of this collection to see if h 
could find subtsances which were useful in ag 
riculture, particularly against some of the fungus 
diseases that involved tomatoes and other forms 
of produce. And he came upon this particula: 
one which concerns us today, Griseofulvin. H: 
found that when this material was sprayed upon 
the fungus which causes a certain kind of mil- 
dew on tomato vines that it inhibited the ad- 
vancement of the fungus. It did not kill it, but 
it caused the advancing filaments of the tiny 
plant to shrivel and coil up. He called this the 
“curling” factor. And to this day this is the pic- 
ture that I want to leave in your minds of the 
activities and the action of Griseofulvin. It does 
not kill the fungus, it simply forms an invisible 
wall through which the fungus doesn’t pene- 
trate. It blunts the advancing tip just like a solid 
substance would blunt the advancing tip of a 
hypodermic needle or bend it out to the sid 
and start it to curling. 


This interesting subtsance was used in agr 
culture experimentally on small tracts of land 
because it was too expensive and the quantit) 
too limited to be used as an efficient help fo: 
the farmer on a large scale. But James C. Ger 
tles of Glasgow, Scotland began also to wor! 
with it in animal experimentations, and he found 
that, when given to guinea pigs that were ii 
fected with superficial fungi, Griseofulvin 
cleared the infection. Upon investigation h 
found that it cleared the fungus infections b: 
cause it became deposited in the newly-forme | 
cells of the epidermis and of the hairs in such 
manner that it grew outward as these cells gro 
outward to be eventually shed and to push the 
fungus away. 
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Now I, among others, long ago pointed out 
at if a fungus is going to keep its job as an in- 
cting agent on an animal, it must work at it. 
must grow downward into the follicle and 
i. ward below the nails at a speed at least equal 
the outgrowth of the nails and hair, because 
r bodies are continually producing new skin, 
ir and nail cells to replace the wear and tear 
the periphery; and these form a continuous 
er all over the surface of the body. And these 
c lls are always moving outward at a certain 
speed regulated by the rate at which this activity 
at the basal cell layer takes place. I called this 
the “epidermal effluvial current”. The outflow 
of keratin and cells which produce keratin is 
thus a continuous process from within outward. 
It varies a little in speed according to individual 
patients, but it is always there. If a fungus were 
to slow down sufficiently in its growing activi- 
ties, it would be pushed completely off of the 
human body. It would be pushed off of a thin 
area of skin like the back of the hand in perhaps 
10 days. It would be pushed out of a hair follicle 
in perhaps 15 to 20 days. It would be pushed 
completely away from a nail bed in about 4% to 
6 months. But it would eventually be pushed 
completely away if it stopped its ingrowth. 


Therefore, anything which slows down the 
ability of a fungus to grow inward would help 
to cure a fungus disease of this type, and any- 
thing which could be laid down as a layer when 
the new keratin materials were formed and 
which persisted in its ability to repress the ad- 
vances of fungi as it grew outward could pro- 
duce a cure. And that is the mechanism of Grise- 
ofulvin. 


In 1955, in Los Angeles, there was the First 
International Congress on the Treatment of 
Fungus Diseases. And famous mycologists came 
from India, the Philippines, Australia, all the 
countries of South America, from England, 
France, Germany, even from Czechoslovakia. 
One of the tasks which was assigned to me as 
one of the organizers was to prepare a short 
chapter entitled “The Possible Approaches to the 
Treatment of Fungus Disease,” and in the first 
paragraphs I stated that “the ideal treatment for 
fungus disease would be to find the ideal fungi- 
cide. The ideal fungicide should have the fol- 
lowing attributes: it should be colorless and 
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odorless and tasteless and soluble in all body 
fluids and adminstratable by mouth in amounts 
which could provide all the body cells of the 
human body with the ability to resist all patho- 
genic fungi wherever they were located. It 
should be absolutely non-toxic to human beings.” 
I also said that “the ideal treatment for even the 
superficial fungus infections would be a drug 
which could be taken by mouth and then be 
contributed into the keratin as it is formed by 
the hair and nails and persist in being able to 
repress the activities of a fungus as the keratin 
grew outward to push the fungus eventually off 
the human body.” In the next sentence I stated 
that “this would require a collection of fortui- 
tous events such as no serious scientist expects 
to see happen in the near future.” 


Dr. James C. Gentles of Glasgow, Scotland 
selected the first paragraph and left out the last 
paragraph, and thus quoted me as having pre- 
dicted Griseofulvin. They say that among all 
medical papers the best are the shortest, and Dr. 
Gentles’ paper is only two small pages. It was 
the most exciting thing that has happened in 
the field of fungus infections in 50 years. 


I got some material from Dr. Gentles almost 
a year ago, and we started to experiment with 
Griseofulvin. It has long been realized and em- 
phasized by many that the principal reason we 
could not cure superficial fungus infections with 
ease was the fact that no one had devised a 
chemical or a carrier vehicle which could be 
caused to penetrate as deeply into the kerati- 
nized structures of the human body, the skin, 
hair and nails, as the fungi can penetrate in their 
normal parasitic activity. When we consider that 
a nail which looks to be involved by inspection 
half way from the peripheral tip to the base can 
be shown to have fungi within 1 mm. of the 
place where this nail begins to originate, we re- 
alize the depth of penetration of this fungus, 
and the impossibility of making any medicines 
penetrate deep enough through that solidified 
material to kill the advancing tips of the fungus. 
A!l that could be done would be to hinder the 
parent stock of the fungus somewhat in the man- 
ner that bombing the home front can deter a 
little bit the advancing army because of failure 
of food supply or something of that sort. 
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Previously we were faced with several skin 
disorders caused by fungi, notably certain forms 
of ringworm of the scalp and of the feet and 
nails which for all practical purposes were abso- 
lutely incurable. Before the advent of Griseoful- 
vin I’ve said many times that if and when I could 
qualify as a specialist in fungus diseases, I 
would be a specialist in a useless field, because 
while I was capable of making the diagnosis 
beyond a shadow of a doubt, I had then to tell 
the patient, “Now that I know what is the 
matter with you, I can’t do anything for you 
except to tell you not to spend hundreds of dol- 
lars every year on salves or paints which can't 
cure you.” However, now we have a method 
of approach. I want to emphasize again the 
fact that it is not possible to differentiate fungus 
from non-fungus diseases by external examina- 
tion alone. Not over 30% of all sore feet are 
due to fungus; of scalp disorders, not over 30% 
in children and 10 or 15% in adults are due to 
fungus. Fungal diseases are rather rare per- 
centage-wise compared to other ailments, and 
I believe that before Griseofluvin is used, at 
least a potassium hydroxide direct microscopic 
search for the presence of fungi should be made. 
This is extremely easy, and I wish it could be 
more popularized. In my experience it takes 
much less time to perform than it does for me 
to talk enough to convince my patients that I'm 
so good at diagnosis that I don't have to use 
the laboratory. 


Griseofulvin is now available all over the 
world, and in reasonably good supply. It comes 
in 250 mg. tablets, and the standard dosage so 
far is four of these 250 mg. tablets daily for an 
average sized adult somewhere in the neighbor- 
hood of 140 to 150 pounds. We have been trying 
all year to find dosage schedules which would 
match this drug against certain diseases and 
give us more definite instructions as to its use, 
and we are still unable to answer some of the 
questions which come up. First, we have been 
extremely interested in finding whether or not 
a smaller dosage would be efficient, because a 
moment's calculation will show that if we treated 
a person with ringworm of the nails continuously 
for six or eight consecutive months (which might 
be necessary to make nails grow out completely 
normal since it takes that long for nails to grow 


from the point of production to the tip), it 
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would cost the patient from $150 to $200. An 
if as we suspect, to keep him from being r 
infected, we might still have to continue givin 
him the drug in the manner of insulin fi 
diabetes, and he would be faced with the fa 
that to keep his nails clear would cost abo: 
$600 a year. And in my practice, the majorit 
of my patients I believe would say, “This 
the difference between my driving a car or nm 
and I think I would rather ride in an aut 
mobile than to cure my nails.” And so I thir 
we will have to consider this drug as somethin 
less than a wonderful victory unless we can 
find a lower cost method. Eventually the co 
of the drug may come down, but right no 
it is between 20c and 25c a tablet, which means 
something in the nature of 80c to $1. 
a day. It’s a little too expensive, ther 
fore, for just a therapeutic trial, to look at 
rash and say, “Well, let’s see if Griseofulvin wil! 
cure it.” This is feasible with things like pen- 
icillin or tetracycline, because four days or so 
usually will tell you whether it is going to 
work or not. With Griseofulvin it takes several! 
weeks, or with some diseases, one, two, three 
or as much as six months. 


Fungus infections fall in two great categories, 
the superficial and the deep ones. There are 
eight clinical syndromes caused by fungi which 
can cause death of the patient. Coccidioides 
is the one with which most of you are most fa 
miliar, histoplasmosis being the second; and 
then nocardiosis, actinomycosis, sporotrichosis, 
cryptococcosis, the two blastomycoses, and 
chromoblastemycosis. This drug is not efficient 
for any of these disorders with the possib! 
exception of nocardiosis, and that seems even 
little doubtful at the present time. So it is not 
the panacea for all fungus disease. It has abs: 
lutely no effect on any fungus which has anoth« 
method of reproduction other than the advanc: 
ment of the thread-like tip of a hypha. If 
fungus has another method of reproduction i 
tissues, such as the formation of a mother ce 
with endospores within it as in coccidioidomyc: 
sis, if it can produce buds like blastopores, the 
this drug does not affect it at all. The fung 
goes on with its work, simply falling back « 
its ability to reproduce in a way that this dru 
has no effect upon. This drug only acts becaus 
it blunts the tips of advancing filaments. Th 
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ost important point is that it has absolutely 
) helpful effect upon moniliasis, and moniliasis 
a rather common superficial fungus disease 
toes, groins, rectal area, around the mouth 
id especially in the mouth of the newborn. 
is probably going to be demonstrated that it, 
e tetracycline and other drugs of similar ilk, 
tually has a harmful effect and will make 
miliaisis worse. 


We use culture methods as well as micro- 
ypic methods. It takes only a fraction of a 
inute to implant a culture which at times 
ll reveal monilia where I thought there was 
different fungus. Thus, even if I had given 
e patient some Griseofulvin at first, about 
ur days later I can say discontinue it, knowing 
hat it will do no good. 


There is another skin disorder, tinea versi- 
color, which consists of differences in the scaling 
and pigmentation of some areas of the trunk 
of certain individuals. It is never painful, itchy, 
nor inflammatory, but looks bad. Griseofulvin 
will not benefit it. We have had several patients 
who have two types of fungus infection, one 
which can be cured with this drug, and tinea 
versicolor, and we have cured the one com- 
pletely while the tinea versicolor remains un- 
influenced. So Grigeofulvin is not a panacea for 
all fungus infection’. It has to be used for those 
which it can help, and I believe it should be 
omitted from the schedules for the persons who 
possess disorders which it does not have a chance 
to help. : 


Thus far Griseofulvin has been non-toxic. May- 
be that’s just a littlé too flat a statement be- 
cause we have ourselves observed two cases 
of morbilliform rashes which proved to be 
due to Griseofulvin, clearing after the drug was 
stopped and recurring when the drug was given 
again. Both of these patients thought that this 
eruption was more troublesome than their fungus 
infection and stopped the drug. In a series of 
almost a hundred and fifty which we have had, 
the only other patient who stopped the drug 
was one who got headaches from taking the 
crug. We have had two or three other people 
complain of headache’ particularly during the 
first few days of administration, but who were 
vble to continue the dosage. We have had two 
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or three people complain a little of upset stomach 
and nausea and one who said it caused a 
diarrhea for several days, neither of whom had 
to stop the dosage. However, I can remember 
very vividly in 1937 when I talked to various 
hospital staffs on the sulfonamides which were 
then new and the chemistry of them, five or 
six sulfonamides of different chemical structure 
which had different effect, principally because 
these solubilities made them concentrate in cer- 
tain parts of the body. Some stayed in the gut, 
and some went to the kidney, and some went 
to the central nervous system, etc. This is un- 
important except that I remember very well the 
statement that I made in those talks in 1937 
and which was then generally believed. . . . “If 
you want to use sulfonamides, go ahead, they're 
harmless.” I can remember also equally well 
in 1942 when we first used penicillin how in- 
nocuous penicillin was supposed to be. These 
statements you all know would be very silly 
at this time because we have hundreds of ex- 
amples of harmfulness from both of these ma- 
terials, some of them very serious. It has been 
estimated that there have been at least a thou- 
sand deaths caused directly in the United States 
by penicillin. Penicillin is losing its effectiveness 
and becoming more and more dangerous. 


Very early in the study of a new drug its 
chemical, poisonous toxic effects become real- 
ized, so I think that even now with a year’s ex- 
perience we can say Griseofulvin is not a potent 
“chemical poison” from a_ basically poisonous 
standpoint. However, what take a much longer 
time to show up are the allergic manifestations 
which can be developed. Anyone can develop 
an allergy to anything which is touched or eaten 
or inhaled at any time after the first time that 
material contacts our body cells. This may be 
after the first time, the second, or only after 
the ninth, the 437th or perhaps the 17,953rd time 
that the cells contact that material. Thus, it 
takes a long time, even four or five years, to 
begin to get reports of the allergic potentialities 
of new drugs. 


I had the very disconcerting experience of 
being one of the first to observe the toxic effects 
of asterol, which you will remember as a 
topical fungicide. We were using it in a clinic 
for tinea capitis when a small boy began to 














44 ARIZONA MEDICINE 


have central nervous system convulsive seizures. 
After some studying of encephalograms in the 
hospital, it was concluded that probably he had 
an epileptic-form seizure, just as a certain per- 
centage of children do have that trouble and 
do have convulsive seizures. It was only after 
he was sent back to the clinic as recovered and 
we began to paint the same material on his 
scalp again and he went through the same pro- 
cess again that we became aware of the fact 
that this medication could cause such difficulty. 
About the same time I gave asterol to a baby 
who was only three months old who started 
with thrush and got moniliasis all over the 
body. On the 12th day the baby began to have 
convulsions. And after sufficient study we came 
to the conclusion that this was caused by ab- 
sorption through the skin of the medicament, 
asterol. At the time that these cases were re- 
ported, the paper was held in abeyance for 
about five months until there were two other 
papers from other parts of the country just to 
be sure that this was not a happenstance, that 
it was likely to be a reliable conclusion, and 
then all three were published in one issue of 
the Journal of the American Medical Associa- 
tion. During the next three years all such cases 
were added together, and only 17 were dis- 
covered in the United States. At that time the 
company estimated that 2,500,000 packages of 
this material had been sold and used on human 
beings to produce 17 such instances. This will 
illustrate the difficulties in estimating the toxicity 
of a drug. It takes a long time to know such 
long-range toxic effects. Just as sure as the 
sun rises tomorrow, there will eventually be 
toxic or allergic effects in certain individuals 
to Griseofulvin. 





Ringworm of the superficial variety is the 
disorder which can be cleared or helped by 
Griseofulvin. And ringworms of the superficial 
variety can be divided best into the same divi- 
sions that you as clinicians would like to use. We 
simply say, “Ringworm is caused by fungi, and 
ringworm can be classed according to the part of 
the body in which it exists.” So we speak of 
ringworm of the scalp, tinea capitis, ringworm 
of the beard, ringworm of the body, -ringworm 
of the groin, ringworm of the feet and hands, 
and ringworm of the nails. And each one of 
these presents a little different picture and a 
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little different form of treatment. Griseofuly ) 
will clear ringworm of the scalp in childr » 
in approximately three to six weeks. Some : 
searchers are experimenting with a single, or 
day massive dose of the material, and so 
reports seem to indicate that we may be al 
to cure ringworm of the scalp by a one-d 
dose of 5 grams of Griseofulvin. I have n+ 
tried it yet, and I would not advise you to u 
it until two things have become evident. O 
is the possibility of toxic effects of large dosis 
such as that, and second, an estimate of tl 
percentage of reliability of the cure. We have 
been using a dosage calculated somewhat on 
the basis of the poundage of the patient in ; 
lation to a normal 150-pound adult and con- 
tinuing it for a minimum of two weeks and in 
most instances for four weeks. Wherever co 
trols are available, we continue ‘it until we have 
had two negative cultures. We have long had 
a backlog of cases of ringworm of the scalp, 
particularly of the more resistant varieties, the 
kinds that are cause by Microsporum audouini 
(the type that can be transferred from patient 
to patient and child to child in epidemic fashion), 
and an ever increasing amount caused by the 
organism coming from Mexico, Trichophyton 
tonsurans (which in Los Angeles ranges now 
between 30- to 50% of all of our ringworm of 
the scalp and which does not clear spontaneous) 
at puberty or with topical application with any 
great ease), for which I believe Griseofulvin 
is going to be extremely valuable. Our statistics 
are beginning to look very good, and in suf- 
ficient quantity to be significant. After adminis- 
tration of the drug, the hair should be clipped 
because the tips of the hairs still have viable 
fungi which could reinfect the roots. 


Ringworm of the body has always been easi!\ 
cleared; almost any drug will do it — sulphur 
and salicylic acid ointment or any of the 
proprietary remedies. It’s not a difficult problem 
at all, and Griseofulvin, while efficient, wil! 
probably cost more than necessary except in 
extensive cases, 


Ringworm of the groin has always been a 
problem because an effective fungicide is oft: n 
irritating to the scrotum or the labia of a certain 
percentage of people. Griseofulvin is ideal 1 
these cases because it has alsoblutely no irrit: 
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ig effect. Most of the time the patient has 
een using something irritating before the doctor 
es the eruption, and the relief begins at once 
, be evident from its omission, wile Griseofulvin 
ears the entire disorder within 10 days. 


Ringworm of the feet occurs in two types. 
ne consists of severe, acute, hot, red, tender, 
vollen, macerated toes and soles. The other 
the very antithesis of this and exhibits dry, 
aly, thick, hyperkeratotic involvement with 
me reddening and some itching of the soles 
id perhaps the palms which can last literally 
r 30 to 40 years without ever clearing, only 
rying a little in its extent. The acute vesicular 
pe, which most persons have had at some day 
i: some summer, usually beginning as macera- 
tion and sweating between the 4th and 5th toe 
particularly, is not a chronic fungus infection 
ii my opinion. It is a recurrent exposure to 
fungus under conditions in which the fungus 
loves to live. Griseofulvin serves very little 
purpose in these cases. By the time it has time 
to have been absorbed and to have contributed 
enough to the keratin, the patient can be ren- 
dered well by other means. With antiseptic 
soaks such as potassium permanganate, and the 
use of drying powers, cure can be obtained in 
a few days and at a cost of about $2 where he 
might spend $25 for Griseofulvin. I do not 
believe this drug has a great future in this 
particular place. However, for the chronic hyper- 
keratotic form of ringworm which can go on 
for years and years, Griseofulvin is the very 
best thing that has ever happened. It is a boon 
beyond compare. I have no more grateful 
patients than those in whom this diagnosis has 
been confirmed and who have had Griseofulvin. 


However, there are other syndromes which 
can mimic this infection so that I believe it is 
very important, before one puts a patient on 
this material for several months at the expense 
that would be involved, to make certain that this 
is not just one of the hyperkeratotic disorders 
which has no relationship to fungus disease. I 
m at present still of the opinion that the person 
vho has this particular chronic type of infec- 
tion due usually to Trichophyton rubrum has 
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it because he is immunologically defective. He 
is not like the rest of us. He is perhaps one in 
50 out of the general population who becomes 
infected with this bug because he is peculiarly 
susceptible to it. His skin furnishes something 
this fungus loves, or it lacks something which 
all the rest of us have which this fungus hates. 
I believe he can even transmit this peculiar 
skin propensity to his children genetically. Cer- 
tainly the wives or husbands of people who 
are infected with this disease for years and 
years do not acquire it very frequently, probably 
not more than one in 50, one in 100. If we 
were to rub this fungus on 100 normal people, 
we would probably succeed only in infecting 
one or two of them. Now this very fact makes 
me discouraged in the use of a drug of this 
sort, because even if I am successful in pushing 
all of the fungi off of his body by using this 
drug, I think he’s a likely candidate for a re- 
infection. I am sure he has a sea of spores in 
his home, his automobile, his office; and, of 
if he’s a traveling salesman, he has deposited 
spores everywhere he travels. I believe he will 
become reinfected right away or at least some 
time in the near future. So at the present time, 
while I stili have faith that Griseofulvin will do 
a tremendous job, perhaps even a complete 
clearing, it probably cannot keep a patient from 
being reinfected unless he continues to take it in 
the same manner that we use insulin for dia- 
betes. 


This is also the exact story with ringworm of 
the nails. Ringworm of the nails is so difficult 
to treat that this is the only drug that we have 
ever had which is really helpful, yet I think 
we are going to find that most of such cases are 
due to Trichophyton rubrum and that we have 
to use the drug at intervals throughout the pa- 
tient’s life in order to keep him from being re- 
infected. 


I have never been a great drug enthusiast and 
have written derogatorily in the past about many 
topical fungicides. However, I sincerely believe 
that Griseofulvin, exerting as it does its effect 
from within outward, is a great advance in our 
therapy and gives great promise. 





About 1.3 million persons are employed in the Nation’s 7,000 hospitals. 
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An Analysis of Staphylococcic Types 


In the Phoenix Area 


Roy M. Johnson* 


Tempe, Arizona 


A report on the study of staphylococcal cultures obtained in two Phoenix hospi- 
tals over a one-year period. Typing done on basis of in vitro antibiotic resistance 
and the incidence of resistant “strain” appearance noted. Emphasis on good 
asepsis and isolation is made with the thought that new resistant strains will con- 
tinue to appear even with the usage of new and different antimicrobial agents. 
(RLD) 


Sewentwcocce pyogenes has been of 
particular concern to hospitals across the world 
for the past several years, particularly as regards 
strains showing an increased resistance to anti- 
biotics. Some hospitals have been closed and 
others severely limited in their operation due to 
an abnormally high incidence of this organism. 
The U. S. Department of Health, Education and 
Welfare has published an excellent review of 
this problem (1). 


In keeping with the philosophy that preven- 
tion is better than cure, a co-operative study was 
undertaken in two Phoenix hospitals regarding 
the incidence and in vitro antibiotic resistance 
of staphylococci in these hospitals over a one- 
year period. 


MATERIALS AND METHODS 


Routine antibiotic sensitivities were made and 
recorded on all staphylococcal cultures received 
by the hospital laboratories concerned. These re- 
ports were then analyzed and segregated into 
antibiotic resistant types. The incidence of such 
types was plotted against time. The following 
coding system was used to designate staphylo- 


*Life Science Division, Arizona State University, Tempe, Arizona 


coccal types resistant to the following anti-bi 
otics: A, aureomycin; St, dihydrostreptomycin 
P, penicillin; S, triple sulfa; T, terramycin; Po 
polymyxin; Te, tetracycline; E, erythromycin 
C, chloromycetin. 


RESULTS 

In Hospital A, three type strains were found 
to predominate in a preliminary two-month sur- 
vey. These were (AStPPoTE), (Po) and (AP- 
PoT). These types were the major types found 
during the rest of the year with the one addi 
tion of (AStPPoT). This group of four made up 
better than eighty per cent of the coagulase-pos 
itive staphylococci in the hospital. Table 1 show 
the distribution of antibiotic sensitivity amon 
189 cultures resistant to one or more antibiotic: 


TABLE I 


Distribution of Antibiotic Resistance Among 
Staphylococci in Hospital A 


Resistant to: Number of Cultures Per Cent c 
T 


Penicillin 75 
Terramycin 148 
Polymyxin 143 
Streptomycin 126 
Aureomycin 121 
Erythromycin 45 
Chloromycetin 18 


*A culture resistant to two or more antibioti: 
was counted in all categories. 
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Figure 1 shows the percentage of penicillin 


nsitve staphylococci in Hospitals A and B for 
ten-month period. 


FIGURE 1 
PERCENTAGE OF PENICILLIN SENSITIVE 
STAPHYLOCOCCI IN TWO HOSPITALS 
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Figure 2 shows the percentage distribution of 
selected types in Hospital B for a thirteen-month 


FiIGuRE 2 
PERCENTAGE DISTRIBUTION OF RESISTANT STAPHYLOCOCCAL 
STRAINS, BY NUMBER OF ANTIBIOTICS TO WHICH RESISTANT 
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period. Cultures listed as one, two or three an- 
tibiotic resistant refer to penicillin, aureomycin 
and streptomycin singly or in combination. Four 
antibiotics is the addition of tetracyline to the 
former three, and five antibiotics is the addition 
of erythromycin to the previous four. 


DISCUSSION 


The incidence of penicillin sensitive staphylo- 
cocci may be used as an indication of “street 
strains” of the organism, and they are not a clin- 
ical problem. Both hospitals showed a fluctua- 
tion around forty-fifty per cent of such strains. 
The remaining fifty-sixty per cent are potential- 
ly dangerous. A general decrease of percentage 
of sensitive strains, as indicated for Hospital A, 
may be regarded as a build-up of resistant 
strains and is cause for concern. 


The question arises as to whether these re- 
sistant strains “just occur” at random or whether 
there is order to their occurrence. The persist- 
ence of antibiotic types in Hospital A would sug- 
gest a lack of randomness. Similarly, the gradual 
increase in staphylococci resistant to four and 
five antibiotics occurring simultaneously with a 
decrease in strains resistant to only one or two 
antibiotics in Hospital B (Figure 2) suggests an 
orderly mechanism in which resistance to a new 
antibiotic is superimposed upon available re- 
sistant strains. 








Two investigators at the Stanford University School of Medicine have found 
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Two mechanisms may be postulated to ey 
plain the increased resistance of strains: mut: 
tion and selection of resistant types, or inte: 
change of nuclear material resulting in hybri 
populations combining the resistance of the: 
parents. In either case, it is apparent that r 
sistant types can and do develop within a give 
hospital, and that keeping the organism and th 
patient separated by the well-known technique 
of asepsis and cleanliness as well as the consid 
ered use of antibiotics in treatment is to be dk 
sired. While new drugs may alleviate a give 
situation, there is little reason for believing th: 
new resistant strains will not develop in tim: 
It is significant in this regard that more strait 
are sensitive to penicillin than to many oth« 
antibiotics. 


SUMMARY 

A survey of antibiotic resistant staphylococ« 
was conducted in two hospitals as regards inci 
dence and regularity of types. The data show a 
steady incidence as well as a constancy of in 
crease in resistant types. The implications of th: 
findings are discussed. 

REFERENCES 

1. Selected Materials on Staphylococcal Disease 1958 Pub 
Health Service Publication Number 627, edited by D. S. Marti 
237 pp. 

Editorial Comment: The system of typing 
leaves much to be desired as far as actual 
“strains of Staph” identifiable with phage typing 
are concerned. 








the explanation for the severe diarrhea which is the major cause of death in 
cholera patients. The husband-and-wife team of Geraldine and Frederic Fuhr- 
man reported at the American Physiological Society meeting at Stanford that 
the toxin given off by the cholera organism inhibits the absorption of salt by 


the intestine. 


This largely prevents the absorption of water, since the water is taken up 






only together with salt. Accordingly, water accumulates in the intestines and 


diarrhea occurs. 
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A Quick Ambulatory Control for 


Mononucleosis cases treated 
' school sooner than cases treated ot: 


Mononucleosis 


M. R. Chappel, M.D.* 
and 
John E. Chapman, M.D. 


Tucson, Arizona 


steroids (Cortisone) improve and return to 
rise. 


Cortisone is a safe method of treatment and if used early, probably prevents 


com 


Steroids, Penicillin or Achromycin have no effect upon the length of time re- 


quired for the heterophile to return to negative. 
The height of the positive heterophile titer has no bearing upon the severity 


of the illness. 


Antibiotics have no effect upon mononucleosis but are used by the staff on 
the theoretical basis of preventing secondary infection while using an anti-in- 


flammatory agent. 


Liver function tests, sedimentation rates, repeat heterophiles, blood cultures 
and other expensive laboratory tests are unnecessary in most cases and only add 


to the expense of the illness. 


N the past most students who have had mono- 
nucleosis were absent from a few weeks to one 
semester because of their illness. This is unfor- 
tunate and unnecessary, for approximately 98 
per cent of the patients with mononucleosis can, 
with proper treatment, feel well enough to at- 
tend classes. This has been proven in over sixty 
consecutive cases of mononucleosis treated at 
The University of Arizona’s Infirmary during the 
last two years, twenty-four of these cases having 
occurred during the first semester of the 1959-60 
school year. 

The rationale of this treatment is based upon 
original research done at the University of Illi- 
nois under the leadership of Charles H. Drenck- 
hahn, M.D., an internist of national reputation, 
ind Lester M. Dyke, M.D., Director of the Stu- 
lent Health Service at the U. of I. at that time. 
Doctors Kensie, McLane and myself (Chappel) 
ollaborated with Dr. Drenckhahn in this origi- 
nal project. Due to the dispersal of various mem- 
bers of the team, this study was not completed. 


Director, Student Health Service, The University of Arizona, 
Tucson. 

+Physician, Student Health Service, The University of Arizona, 
1959-60, Tucson. 


However, enough work had been completed to 
reveal that a method of treatment for mononu- 
cleosis was found which is superior in results 
to any treatment used previously. 


In this original study, numbers “one”, “two”, 
“three” and “four” in sequence were assigned to 
all cases of mononucleosis. A positive hetero- 
phile test was the criterion for a diagnosis and 
necessary before treatment was begun. Each pa- 
tient was given a physical examination noting 
especially the condition of the throat and extent 
of the lymphadenitis as well as his complaints. 
Complete blood counts, urinalysis, cephalin floc- 
culation and thymol turbidity tests were done 
on all patients. Each patient then received 
1,200,000 units of long acting Penicillin ( Bicil- 
lin)+ by intramuscular injection. At this point 
the treatment varied according to the number 
assigned to the patient. All number one’s re- 
ceived 1 cc. of ACTH® every 12 hours for three 
days. All number two’s received 1 cc. Placebo® 
+Bicillin — provided gratuitously by the Wyeth Company. 


*Cortisone, ACTH and Placebos—provided gratuitously by The 
Upjohn Company. 
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every 12 hours for three days. All number three’s 
were given 12 Cortisone® tablets, 25 mg., with 
instructions to take one tablet four times a day. 
All number four’s were given 12 Placebo tablets 
with instructions to take one tablet four times a 
day. Each Placebo could not be distinguished 
from its drug counterpart by inspection other 
than by Dr. Drenckhahn, supervisor of the proj- 
ect. The patients were treated on an ambulatory 
basis when possible, and each physician followed 
his own cases, usually seeing them every one to 
three days depending upon the treatment and 
severity of the case. All hospitalized cases were 
treated and followed up by Dr. Drenckhahn who 
used the same rotating type of treatments. 


Every two weeks each patient was re-evalua- 
ted as to complaints, condition of throat, palpa- 
ble glands, liver and spleen, with the results 
recorded on his chart. Complete blood count, 
urinalysis and liver function tests were repeated 
at this time. This routine of re-evaluation and 
re-testing was continued until the patient was 
either asymptomatic, the liver function tests 
were normal, or he failed to return, whichever 
occurred first. 

The patients taking the steroids were noted 
to improve quicker and return to school sooner 
than the others. Subjective symptoms such as 
loss of fever, return of appetite and strength and 
reduction in size and tenderness of swollen 
glands were hastened in the steroid-treated 
cases. Actual improvement was borne out by a 
more rapid return to normal of the liver func- 
tion tests in the steroid-treated cases. However, 
there was no difference between the steroid- 
treated cases and the others in the time required 
for the heterophile to return to normal. 


With these results in mind, all mononucleosis 
cases at The University of Arizona were treated 
by the following regime. All cases diagnosed 
mononucleosis by a heterophile of 1:56 or great- 
er were started on Penicillin V 400,000 units by 
mouth three times a day; Cortisone, 100 to 200 
mg. a day, in divided doses by mouth, until the 
patient improved. Then the Cortisone was re- 
duced to the minimum daily dose that would 
maintain this improvement. (This was_ usually 
50-75 mg. daily after five to seven days of the 
original dosage.) All patients were seen every 
second or third day and the dosage of Cortisone 
adjusted according to the symptoms. All patients 
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were carefully checked for spleen and liver en 
largement and weight gain. The only othe: 


treatment was an increased hour of rest, hig! 
protein diet and the elimination of strenuou: 


exercise. 


All cases were treated on an ambulatory basi; 
as far as practical, but a few days of hospitali 
zation for high fever and diagnosis were some 
times necessary. Most students attended classe: 
regularly, and only one student receiving this 
treatment for mononucleosis has dropped out o! 
school in the more than sixty consecutive case: 
treated. This case is reported below. 


For patients sensitive to Penicillin, Achromy 
cin was used instead. No patient gained weight 
no rashes were noted, and only two to four pa 
tients had palpable liver and/or spleen enlarge 
ment. There were no complications noted in any 
of the cases. There were no treatment failures 
unless the case presented could be so construed 


CASE REPORT 

Mr. J. P. N., a 21-year-old white male, 5 feet 
10 inches tall and weighing 210 pounds, was ad- 
mitted to The University of Arizona Infirmary 
4:30 P.M. on September 23, 1959 with the fol- 
lowing complaints: fever, chills, sore throat, 
burning eyes, general malaise and dizziness of 
two to five days duration, and progressively get- 
ting worse. Temperature 102.4, pulse 120, blood 
pressure 120/80. The abnormal physical findings 
consisted of a bright red pharynx, much like that 
of early scarlet fever, and discrete shotty lym 
phadenitis of both the anterior and posterio1 
cervical chains. No lymphadenitis was noted in 
axilla or groins. All other physical findings wer« 
normal. Blood count on day of admission was 
Hbg. 16.0 gms.; W.B.C. 7,400, Differential 
Neut. 75%; Lymph. 22; Mono. 2; Esino. 1. Al! 
blood cells and platelets appeared normal 
Urine: Sp. Gr. 1.024; Albumin negative; Suga 
negative; Microscopic 0-2 W.B.C. and sligh' 
amount mucous per High Power field. Due t 
the lack of physical findings, the patient wa: 
treated for upper respiratory infection anc 
placed on APC’s, hot gargles and Wypbioti: 
throat lozenges. Around midnight his tempera 
ture rose to 103, and shortly thereafter he had : 
shaking chill. The next morning his temperatur: 
dropped to 99.6, and it was thought he was im 
proving. But around 11:30 A.M., his fever ross 
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to 104 followed shortly thereafter by another 
shaking chill. At this time he was started on 
Combiotic, 2 cc. daily. The temperature re- 
mained between 99.6 and 102 for the next 48 
hours. During this time the patient complained 
if headache, nausea, vomiting, dizziness, loss of 
ippetite and had daily sweats and chills. 


On September 26th his temperature arose 
ibove 103 twice within 12 hours. Combiotic was 
.opped and Cyclomycin started. Blood was 
lrawn for a blood culture, and Histoplasma and 
occidioidomycosis tests were placed on the 
‘orearms. A blood count on September 26 
showed a Hbg. 16.0 gms; W.B.C. 5,600 with the 
‘ollowing differential: Neut. 58; Lymph. 40; 
Mono. 1; Base. 1. Again all cells appeared nor- 
mal. The blood count was repeated the next day, 
September 27th, around noon, and showed the 
following: W.B.C. 10,600; Neut. 28, Lymph. 69 
with 80 per cent of the lymphocytes atypical, 
and Esino. 3. A heterophile was done at this 
time and was positive through a dilution of 
|:3584. The diagnosis was changed from U.R.I. 
to mononucleosis and the patient started on 
Cortisone, 50 mg. T.1.D. He received the first 
dose 50 mg. Cortisone around 6:30 P.M., and 
at midnight his temperature dropped to normal 
for the first time 


Coccidioidomycosis and histoplasmosis skin 
tests were negative at 48 hours. Antibiotics were 
continued, Cyclomycin changed to Penn Vee 
liquid, 250 mg. per 5 cc., because of nausea, 
vomiting and gastric distress. Anorexia became 
prominent and caused difficulty in sufficient 
food and fluids intake coupled with the resulting 
nausea. Severe throbbing headaches accompa- 
nied the fever rises, but no nuchal rigidity was 
noted. On September 27th the patient’s serum 
was noted to be icteric. 


The spleen and liver were both palpable on 
September 30. At this time his appetite started 
to improve, and the nausea and vomiting disap- 
peared. Temperature varied from normal to 
spikes of 102. daily, with headaches, profuse di- 
phoresis, and shaking chills following each 
spike. Discouragement on the part of the patient 
ver his seemingly lack of progress to get well 
prompted the staff to suggest a consultation by 
in outside physician. This was readily agreed to, 
ind a consultation with a prominent internist 
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was held on October 4. After reviewing the case 
by checking all records and examining the pa- 
tient, it was his opinion that the patient was im- 
proving and that no change in treatment was 
indicated. 


On October 5th the blood count was Hbg. 
14.5 gms; W.B.C. 24,200; Neut. 18 with 6 per 
cent bands; Lymph. 82 with 31 per cent atypical 
with a heterophile of 1:1792. The patient re- 
sponded under therapy and gradually improved 
and gained strength. On discharge his blood 
showed the following: Hbg. 14.5 gms., W.B.C. 
6,800: Neut. 19, Lymph. 75 with 18 per cent 
atypical; Mono. 1; Esino. 3; Base. 2 and a hetero- 


phile of 1:1796. 


This student was advised to drop out of school 
because of the severity of his attack and because 
of the time lost from school, 21 days. He dropped 
from school and returned home under the close 
supervision of his family physician, who was 
forwarded a summary of his case. 


ADDENDUM 

During the last year and a half we have treat- 
ed a total of 88 cases of mononucleosis, 43 of 
which required hospitalization. From the time 
of diagnosis and the start of steroid therapy to 
the date of discharge, these 43 cases received a 
total of 95 days of bed care. This is an average 
of 2.2 days of bed care per patient required from 
the start of the steroid therapy to the discharge 
to class. 


The change from a weak, tired, feverish pa- 
tient into one who has a normal temperature 
and the feeling of well being all within three 
days is almost miraculous. The treatment of 
mononucleosis by steroids does exactly this in 
the majority of cases. 


The question of reactivation of tuberculosis 
or peptic ulcer has been brought up. All of our 
students have had chest X-rays, complete physi- 
cal examinations and full past histories recorded 
and on file at our infirmary. These are carefully 
checked, the student re-examined and a careful 
history again taken before treatment is started. 
To date we have encountered no untoward 
symptoms as_the result of our steroid therapy. 
Perhaps this is due to the low dosage used and 
to the short duration of steroid therapy. 
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levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 
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sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains 
through the entire therapeutic course, the high activ. 


ity levels needed to control the primary infection aniipi 


to check secondary infection at the original—or 
another—site. This combined action is usually sus 


tained without the pronounced hour-to-hour, dose-o iis 


dose, peak-and-valley fluctuations which chara 
terize other tetracyclines. 
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ECLOM YCIN Demethylchlortetracycline retains ac- CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
ivity levels up to 48 hours after the last dose is Average infections—1 capsule four times daily. Severe 
iven. At least a full, extra day of positive action may infections—Initial dose of 2 capsules, then 1 capsule 
hus be confidently expected. The average, daily adult Very Six hours. ' 

josage for the average infection—1 capsule q.i.d.— PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
s the same as with other tetracyclines...but total calibrated, plastic dropper. Dosage: Lto2 drops (3 % 
losage is lower and duration of action is longer. G mg) per pound body weight per day—divided Unto 

4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction cr 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 
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Tumors of the Central Nervous System 


Abstracts from the Seventh Annual Arizona Cancer Seminar 


Philip J. Hodes, M.D. 


Philadelphia, Pennsylvania 


The following items were abstracted from the presentation given by Dr. Philip 
J. Hodes of the Jefferson Medical College Hospital entitled “Tumors of the Cen- 


tral Nervous System.” (AJ.B.) 


A CCORDING to Kernohan, metastatic brain 
tumors arise most commonly from the lung. In 
his experience at the Armed Forces Institute of 
Pathology, one-third arise from bronchogenic 
carcinomas, about one-fourth from the intestinal 


tract, while about one-fifth of all metastatic 
brain tumors come from the breast, and an 
equal number from renal cancers. 


“The most common osteolytic abnormality in 
the skull is metastatic disease. Second in fre- 
quency are the meningiomas. Least common are 
the primary bone sarcomas of the skull.” 

o oO oO o 

“Hypernephromas, as a rule, are, from a mi- 
croscopic point of view, not very malignant, but 
because of the tendency of the primary tumors 
to invade the renal veins, metastases often are 
widespread. Mitotic figures are not often seen 
in renal carcinomas, and the prognosis of these 
tumors is based on the presence, as well as the 
degree, of invasion of the renal veins. 


Air studies are still very commonly employed, 
with ventriculography the procedure of choice 
in patients with increased intracranial pressure 
and encephalography in individuals who dem- 
onstrate no cerebral spinal fluid pressure eleva- 
tion. Whereas, once the cerebral cisterns were 
routinely sucked dry and replaced by large quan- 
tities of air, there is an increasing tendency to- 
ward the use of much smaller amounts of air 
carefully guided and selectively examined. In 
our own experience cerebral angiography is be- 
ing used with increasing frequency, often em- 
ployed instead of pneumoencephalography. It is 
easier on the patient, it is an easier procedure to 
do, and the information is often much more 
than is obtainable from pneumoencephalogr.'- 
phy. 

o oO ° oO 

Dr. Simon Kramer, Head of the Radiati: 
Therapy Division of the Jefferson Medical Co'- 
lege Hospital, has been interested in the tre: 
ment of brain tumors for many years. In 19° 3 
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e Medical Research Council of Great Britain 
t out to find whether surgery alone or surgery 
us radiation therapy were equally effective in 
e treatment of brain tumors. Dr. Kramer was 
e radiation therapist in charge of this project. 


The following are Dr. Kramer’s convictions in 


is regard. 


Because brain tumors are relatively radio-re- 
tant, one must constantly bear in mind the 
eat of normal necrosis during radiation thera- 

Whereas embryonic brain tissue is more 


ensitive than adult brain tissue, the lethal dose 


- both is very close. Noteworthy, too, is the 


act that the white matter of the brain is more 


dio-sensitive than is the gray matter. Worth 
membering also is the greater radio-sensitivity 


' the brain stem as compared to the cerebrum 
itself. 


In setting up the experiment in Great Britain 


ARIZONA MEDICINE 55 


in 1953, Dr. Kramer was very careful to select 
patients of the same age for comparison, pa- 
tients with lesions approximately the same size, 
and the same histological groups. In all, more 
than 700 patients were considered for radiation 
therapy, and of these, in 555, the records are 
complete enough for interpretation. 


According to Kramer there was a statistically 
significant improvement of 5 per cent in end re- 
sults when patients were given radiation therapy 
in addition to the surgical procedure. Small 
though this figure may be, the statisticians of 
the British Research Council considered it 
meaningful. 


Dr. Kramer gave these patients from 5000 to 
7000 r in a period of six to seven weeks. In all, 
he used super-voltage therapy; in some rotation 
therapy was used, and in others stationary thera- 
py depending upon the size of the tumor. 





“CA” NOW AVAILABLE TO ALL DOCTORS 


The American Cancer Society's publication, “CA,” formerly on limited dis- 
tribution in Arizona, is now being made available free of charge, through the 
Arizona Division to all of Arizona’s doctors who indicate an interest in it. 

Currently the Division office is preparing a mailing to all doctors in the state, 
and included are a list of all professional films and literature available and a 


sample issue of “CA.” 


Simply notify the Division office, 543 East McDowell Road, Phoenix, of your 
interest in “CA” for inclusion on mailing list. 
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Hypnosis in Medicine and Surgery” 


by 
Lillian Rachlin, M.D., F.A.C.S.+ 


Sepulveda, California 


Hypnosis is a useful tool as an adjunct to orthodox medical therapy. It is felt 
that its continued exploration and use will result in improvement of the entire 


therapeutic regimen. 


HISTORICAL BACKGROUND 


ll YPNOSIS has always played a part in human 
life. In early civilization, suggestion was used 
therapeutically by medicine men and witch doc- 
tors in connection with religious practices. Egyp- 
tian writings(4) of 3000 years ago describe 
hypnotic procedures much as they are performed 
today. In the Middle Ages, the “laying on of 
hands” resulted in cures when sufficient faith 
was developed. In 1770, Father Gossner(24) in 
Europe demonstrated his ability to heal people, 
combining religion with suggestion. In 1773, 
Mesmer,(11) after seeing Father Gossner’s dem- 
onstration, introduced the theory of “invisible 
animal magnetism” to explain cures, thereby 
separating suggestion therapy from its religious 
connection. Although his explanations were not 
correct, Franz Anton Mesmer begins the mod- 
ern history of hynotism. 


In 1821, Recamier( 24) 
painless surgery on a patient in the “magnetized” 
sleep state. In 1829, Jules Cloquet(24) reported 


in France reported 


*Presented at the Arizona Veterans Administration Inter-Hospital 
Meeting, Veterans Administration Hospital, Tucson, April 23, 1960 
}Assistant Chief, Surgical Service, Veterans Administration Cen- 
ter, Sepulveda, California. 


to the French Academy of Medicine on his use 
of such anesthesia to perform a mastectomy. In 
1837, Oudet(24) in France was the first dentist 
to extract a tooth painlessly using suggested 
anesthesia. 


In 1843, a Scottish physician, James Braid,(3 
practicing in Manchester, England, found that 
he could induce a trance-like state by sugges- 
tion and the gaze-fixation technique. He coined 
the word “hypnosis” from the Greek hypnos 
meaning sleep. 


In the United States, about the same time, | 
Albert Wheeler(2) performed a nasal polyp: 
tomy under hypnosis, Doane(2) removed a t 
mor from the neck, and Dugas(2) did a bre: 
amputation; however, hypnoanesthesia and 
use in surgery was brought to the fore by Jan 
Esdaile,(10) an English physician. During t 
years from 1845 to 1851, he performed appro 
mately 300 major operations utilizing this tec 
nique. 


Workers such as Liebault,(2) Charcot(2) a 
Bernheim(1) used the hypnotic phenomenon 
a psychological tool and clarified the basic 1 
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ctions of the hypnotic trance so that it could 
ve used as an adjunct to the healing arts. 


The development of modern chemical anes- 
hesia and the use of hypnotism by the stage 
verformer and the charlatan have been the chief 
wees deterring the medical uses and the medi- 
al acceptance of hypnotism as another tool in 
ie physician’s armamentarium. The two World 
Vars produced a tremendous impetus to hypno- 
verapy. Its particular use in surgical therapy 
as in the field of hypnoanesthesia. 


DEFINITION 

Hypnosis has been defined(24) as a state of 
ieightened suggestibility following an estab- 
shed rapport in which, through mechanisms 
not as yet fully understood, the patient is as- 
umed to put himself into a condition resem- 
bling sleep. In this condition he readily accepts 
all suggestions given by the operator except 
those not in agreement with his conscience. 


Suggestibility is the capacity of the individual 
to be affected by certain influences. Such influ- 
ences, ideas, requests, or examples, when pre- 
sented directly or indirectly, produce uncritical 
acceptance and initiate appropriate response in 
the patient who is susceptible to suggestion. 


Many theories have been brought forth, but 
no theory completely explains hypnosis. Hypno- 
sis has been explained(14) as (1) a form of 
sleep, (2) a conditioned reflex, (3) a regression 
to infancy, (4) behavior as the subject believes 
a hypnotized individual should behave, or (5) 
as a dissociation of the conscious and the sub- 


conscious. 


BASIC CONCEPTS 

For the most part, the use of hypnosis in med- 
ical practice will be limited to the treatment of 
disorders in which symptoms play minor defen- 
sive roles. In treating patients under hypnosis, 
we attempt to use the same type of procedures 
we would use in the waking state of psychother- 
apy; namely, reassurance, re-education, persua- 
sion, direct symptom removal, treatment through 
psychobiologic techniques, and lastly, recon- 
structive therapy, or therapy directed at recon- 
structing the entire personality. For the most 
part, in general medicine, we confine ourselves 
‘o symptom removal, symptom amelioration, 
‘ymptom displacement, re-education, persuasion 
nd reassurance. 
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One criticism which many have to the hyp- 
notic removal of symptoms is that it attempts to 
remove the symptoms without getting at the 
basic underlying cause of the illness and that 
therefore, it removes the symptoms but leaves 
the neurotic personality intact. However, in ac- 
tuality, it seems that the very persons who decry 
such symptom removal are the same who would 
prescribe ergotamine for migraine, barbiturates 
for tension headaches, corticosteroids for asthma, 
etc., without getting at the underlying psycho- 
logical conflict. What difference is it then, if 
tension headaches can be removed by teaching 
a process of relaxation rather than by giving 
repeated doses of a barbiturate? Is it not more 
constructive to teach the patient to relieve his 
tension through his own efforts rather than using 
a medication, that is an external “crutch”? 


The state of hypnosis is divided(15) into four 
levels beyond the group labeled as uninfluenced. 
These are: hypnoidal, light trance, medium 
trance and deep or somnambulistic trance. Ap- 
proximately 5 to 10 per cent of individuals are 
not susceptible to hypnosis. Ten per cent of per- 
sons may be taken into a hypnoidal state, an- 
other 25 per cent into the light trance, 35 per 
cent the medium trance, and 20 to 25 per cent 
into the deep trance. 


For the general surgeon and medical man, the 
use of hypnosis will be confined largely to the 
hypnoidal, light or medium trance states. Oc- 
casionally it will be necessary to carry the pa- 
tient into a deeper plane. This will be deter- 
mined by the individual patient. These various 
trance states are not completely enclosed com- 
partments and may mingle somewhat at their 
borders in their manifestations. 


One of the most important points in the use 
of hypnosis is that it should be looked upon as 
an aid, but not a cure-all. It is not a substitute 
for general anesthetics, analgesics or narcotics. 


CLINICAL APPLICATIONS 


The list of conditions in which hypnosis may 
be used is legion. It may be used both in the 
treatment of functional and organic disease. 
Bernheim(1) and Bramwell(4) have used _ it 
successfully in almost every syndrome reported. 

Probabiy nowhere has hypnosis been more ex- 
tensively used than in the treatment of the psy- 
choneuroses and their attendant somatic symp- 
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tomatology. Its use in these syndromes is either 
in the form of authoritative direct symptom re- 
moval or in combination with other simple psy- 
cho-therapeutic techniques. 


Numerous reports have appeared in the liter- 
ature in which atypical epileptic seizures have 
been relieved or considerably ameliorated by 
hypnosis or psychotherapy. Rosen(21) has re- 
ported a case of a woman with severe epileptic 
seizures of Jacksonian type, who had two cranial 
explorations because of her symptomatology. 
Her entire picture was based on psychogenic 
causes and was relieved by hypnotic therapy. 


Bonello(2) reports the use of hypnosis in the 
treatment of eight cases of lower back pain, 
mild fasciitis, bursitis, all of which failed to re- 
spond to ordinary conservative methods of ther- 
apy for periods of up to eight weeks. No case 
was treated with hypnosis which had not had at 
least 10 to 14 days of ordinary conservative ther- 
apy. In most cases the symptoms were becom- 
ing progressively worse rather than better at the 
time that hypnosis was first attempted. After 
hypnotic therapy was begun, improvement was 
noted within 24 to 48 hours in almost every case 
and this improvement was progressive. 


Hypnosis has been used in the pre-operative 
preparation of the patient for surgery, both to 
relieve the anxiety caused by the anticipation of 
surgery and to relieve part of the postoperative 
discomfort. In a study done at the University of 
Minnesota,(8, 17) it was found that pre-opera- 
tive hypnosis and suggestions of comfort after 
surgery resulted in 55 per cent lessening of the 
amount of narcosis required. 


In adult patients undergoing tonsillectomy (2) 
under local anesthesia, it has been found that 
by hypnotic augmentation of anesthesia, bleed- 
ing has been controlled in almost every case and 
postoperative discomfort has been minimal to 
non-existent. 


Hypnosis has been used in burn cases.(5) It 
allays apprehension and has been used during 
painful repeated dressings, thus avoiding multi- 
ple general anesthetics. 


It has also been used with good results in the 
postgastrectomy syndrome and in the treatment 
of various forms of pain such as phantom limb, 
pain with metastatic cancer and bizarre abdom- 
inal pain. 
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As stated earlier, hypnosis has been used a 
an anesthetic agent for a long time. Hypnoanes 
thesia is not true anesthesia (loss of sensory per 
ception), but is analgesia (loss of pain percep 
tion). Hypnosis should not take the place of th: 
techniques and agents of modern anesthesiok 
gy; however, there are certain types of cases fo 
which hypnosis serves the best purpose. One in 
dication is the patient who is known to be sen 
sitive to local anesthetic agents and who r« 
quires surgery. There are conditions in whic! 
local infiltration is contraindicated, such as in 
flammation or infection, and in those cases i 
which general anesthesia is also undesirabl 
then hypnoanesthesia may be carried out easily 


It is important to re-emphasize the fact that 
hypnoanesthesia is not limited to what wouk 
technically be classified as minor surgery. Al! 
sorts of major operative procedures have been 
reported. 


Case History on H.]J. 

This 39-year-old white male was admitted 
to Whipple Veterans Administration Center on 
August 12, 1959. The patient stated he had no- 
ticed increasing fatigue for the past six months. 
He had also noticed that his abdomen was in 
creasing in size, that he was experiencing pro- 
gressively severe pain in the left upper quadrant 
and flank, and that, in spite of a fairly good ap 
petite, he had lost about 14 pounds in weight 
H.J. was very apprehensive about the possibility 
of carcinoma being present because his mother 
and father had both died of malignancy. 


Studies were completed and the patient was 
taken to the operating room on September 18 
1959 with the preoperative diagnosis of a tumor 
of either the left upper pole of the kidney o 
adrenal gland. At laparotomy, there was foun: 
a very large, vascular, soft tumor that was ac 
herent to the upper pole of the kidney in th 
region of the adrenal gland. It was technical) 
inoperable because of the large size and marke 
vascularity. A biopsy was taken which reveale 
an anaplastic carcinoma, probably adrenal coi 
tical in origin. 


Postoperatively, M. J. continued to complai 
almost constantly of pain and was very appr 
hensive and demanding. His diagnosis had bee 
discussed wih him. It was decided that th 
patient would probably be a suitable candidat 
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‘or hypnosis. He was agreeable to having a ses- 
ion of “relaxation”; therefore, this was done. 
he patient was found to be very suggestible 
and was rapidly taken into a medium trance 
tate. Posthypnotic suggestions were left to allay 
pprehension and to relieve pain. After the first 
ssion, there was noted to be a marked 
provement in the mental attitude of the patient, 
us well as a decrease in complaints. He stated 
(hat during the session he had felt more relaxed 
than he had in many months. Thereafter, at 
varying intervals, the patient was hypnotized 
and specific complaints that might arise were 
treated with posthypnotic suggestion. Up to 
the present time, H. J. has had several readmis- 
sions to the hospital because of a chronic drain- 
ing sinus from his incision and has received 
an occasional hypnotic session. He has gained 
weight, his mental attitude is fairly good and 
he has required nothing stronger than Darvon or 
A.P.C. tablets for pain secondary to the draining 
sinus. 


Case Report on D. H. 

This young white male was admitted to 
Whipple Veterans Administration Center on 
August 18, 1959, as a transfer from Ann Arbor, 
Michigan, Veterans Administration Hospital. His 
admission diagnoses were: 1) Bronchial asthma; 
2) Agammaglobulinemia; 3) Chronic bronchitis; 
4) Recurrent acute bronchitis with Staphylococ- 
cus aureus; 5) Pneumonitis. He was transferred 
to this facility with the thought that the dry 
climate might be beneficial. 


During his hospitalization at Whipple, it was 
noted that D. H. was very apprehensive and 
demanding of continuous medication for his 
asthma. At the end of September, he developed 
symptoms that were compatible with the diag- 
nosis of an acute exacerbation of chronic chole- 
cystitis with lithiasis. This was confirmed by 
cholecystogram. On October 8, 1959, a chole- 
cystectomy was done. The patient tolerated the 
surgical procedure very well. Because of his 
marked apprehension, one hypnotic session was 
held preoperatively and one the day after sur- 
gery in an effort to reassure the patient and 
insure a smoother postoperative course. Very 
good results were obtained as noted by a de- 
crease in pulmonary symptoms, less coughing 
and wheezing, and a quieter, more relaxed 
patient. There was appreciable decrease in his 
requests for medication. 
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Several psycho-therapeutic sessions were held 
with D. H. at periodic intervals, some with and 
some without hypnosis. He became more co- 
operative and developed insight as to the cause 
of his pulmonary symptoms. He realized that 
psychotherapy under the supervision of a psy- 
chiatrist, as well as continuation of the self- 
relaxation techniques that he had been taught, 
would be beneficial. 


The patient requested transfer back to Michi- 
gan because it was close to his home and family. 
He now felt that with competent psychiatric help 
his condition could improve. D. H. was, there- 
fore, transferred back to Ann Arbor, Michigan, 
Veterans Administration Hospital on January 
18, 1960. 


In a letter received from the patient about a 
month after his return to Michigan, he stated 
that he was feeling very much better, although 
he did have to take occasional medication for 
his asthma. He stated that he was able to stay 
at home with his family and see a doctor only 
for his injections of gamma globulin. 
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Clinical Pictures of Fluid Imbalances” 


by 
W. D. Snively, Jr., M.D.+ 


Evansville, Indiana 


Just as knowledge of the clinical characteristics of individual diseases is re- 
quired for diagnosis and treatment of a patient with a combination of pathologic 
states, so is knowledge of the specific fluid imbalances necessary for diagnosis 
and treatment of the patient with combined disturbances of the body fluids. Such 
knowledge, plus the facts gained by clinical history, physical examination and 
laboratory tests, greatly facilitates diagnosis of combined imbalances and makes 
possible effective therapy. For the only solid basis for effective therapy is ac- 


curate systematic diagnosis. 


CLINICAL PICTURES OF FLUID 
IMBALANCES 


\ 

Since that period in history not too long ago 
when medicine emerged from the wilderness of 
witchcraft, magic and superstition, the approach 
to the diagnosis and treatment of disease has 
been chiefly clinical. When we as medical stu- 
dents were introduced to such pathologic states 
as rheumatic fever, appendicitis, lobar pneu- 
monia and the contagious diseases, we were in- 
troduced to them as clinical pictures, and we 
learned them as clinical pictures. Each picture 
represented a sort of composite which included 
the clinical history, the symptoms, the physical 
findings and the laboratory data. 


The clinical approach loses none of its value 
when one undertakes the study of fluid imbal- 
ances. Yet the usual method of studying these 
disturbances is about as clinical as a biochem- 
ist’s nightmare. Using this traditional method 
one attempts to learn the biochemical devia- 
Gensel Frestion, Outcher 17, 1008 Setuiae my of 


+Executive Vice President, Mead Johnson & Company, Evans- 
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tions from the normal of water and electrolytes 
that can occur with diabetes, diarrhea, burns, 
ulcerative colitis, and so on through the whole 
gamut of pathology. Fluid imbalances are treat- 
ed as “biochemical appendages” of diseases. 
This method is all very well for biochemists 
and investigators; for clinicians a clinically 
oriented system has clear advantages. We us: 
one. We call it the “clinical picture approach.” 
We examine fluid imbalances primarily, learn- 
ing the underlying mechanisms responsible for 
them. We learn basic fluid imbalances as clin- 
ical pictures. By virtue of our knowledge of 
the physiology of disease we can determine 
which fluid imbalances will be likely to occur 

which diseases and under what circumstances 


Body fluid imbalances represent disease stat 
that are usually caused by disparities between 
intake and output of water and electrolytes. 
health there is a balance between gains a1 
losses of these substances. In disease one m: 
have an abnormal decrease or increase in eith 
intake or output of either water or electrolyt: 


Now, in addition to abnormalities in the i 
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ke and output of water and electrolytes, some 
lisease states are characterized by fixation of 

iter and electrolytes within the body. These 
;:bstances may be lost, from the physiologic 
standpoint, in the accumulation of liquid in a 

stended intestine, or in ascites. Deficits can 
aso result from increased use of water and elec- 
rolytes, such as occurs in infectious disease with 
,igh fever. Some imbalances occur because of 
»lfunctioning of the body homeostatic mech- 

isms. Fortunately, the group of imbalances re- 
sulting from disturbances of the body homeo- 
static mechanisms is a minority group. 


Since there are so many factors which may lie 
at the root of body fluid imbalances, it might 
appear that systematic classification is doomed 
to failure. Fortunately this is not the case, for 
all body fluid imbalances can logically be di- 
vided into 17 imbalances, each with its own 
clinical picture. Some imbalances may exist 
alone; others, in combination. Sometimes a 
succession of imbalances follow, one after an- 
other. In short, body fluid imbalances can prop- 
erly be regarded as clinical entities. Like other 
clinical entities, they modify and are modified 
by coexisting pathologic states. And we must 
understand single imbalances if we are to un- 
derstand combined imbalances. 


Now, for doctors who have few or no labora- 
tory facilities available, the clinical approach is 
a godsend. He doesn’t have emergency 24-hour 
laboratory service available. He must assess a 
patient, make a diagnosis and proceed with 
therapy while awaiting a laboratory report. 


Of these 17 basic imbalances which I men- 
tioned, 12 stem from changes in properties of 
extracellular fluid. These include: 


@ Changes in volume 

@ Changes in sodium content 

@ Changes in potassium content 

®@ Changes in calcium content 

@ Changes in base bicarbonate centent 
@ Changes in carbonic acid content 


The following imbalances in properties can 
occur: 


OUTLINE 
WATER AND ELECTROLYTES 
Gains: 
Ingested water 
ingested food 
Tube feedings 
Oxidation of foodstuffs ( water only ) 
Oxidation of body tissues ( water only ) 
Parenteral feedings 
Rectal feedings 


Losses: 
Vomiting 
Lungs — water vapor and carbon dioxide 
Burn exudate 
Gastric suction 
Perspiration 
Insensible loss of water 
Internal pooling and fixation 
Paracentesis 
Colitis 
Intestinal suction 
Draining intestinal fistula 
Stools 
Urine 
Ulcer exudate 
Wound exudate 
Loss into injured areas 


PRINCIPLE BODY HOMEOSTATIC 
MECHANISMS 


Pituitary Mechanism, anterior, posterior 
Adrenal Mechanism 

Parathyroid Mechanism 
Renocardiovascular Mechanism 


EXTRACELLULAR FLUID VOLUME 
DEFICIT 
History: 
Abruptly decreased intake of water & 
electrolytes 
Vomiting 
Diarrhea 


Laboratory Findings: 
Hemoglobin elevated 


Clinical Findings: 

Dry skin and mucous membranes 
Oliguria 
Weight loss 
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@ Volume Imbalances 
e Extracellular fluid volume deficit 
e Extracellular fluid volume excess 
e@ Concentrational Imbalances 
e Electrolyte concentration deficit 
e Electrolyte concentration excess 
e Compositional Imbalances 
e@ Potassium deficit 
e@ Potassium excess 
® Calcium deficit 
e@ Calcium excess 
e Primary base bicarbonate deficit 
(metabolic acidosis ) 
Primary base bicarbonate excess 
(metabolic alkalosis ) 
Primary carbonic acid deficit 
(respiratory alkalosis ) 
Primary carbonic acid excess 
(respiratory acidosis ) 


There is a second type of imbalance charac- 
terized by changes in position of extracellular 
fluid. Normally one-fourth of the extracellular 
fluid exists in plasma, and three-fourths as in- 
terstitial fluid. Under varying clinical conditions, 
two types of shifts may develop. First of all, a 
plasma-to-interstitial fluid shift can occur. Sec- 
ond, water and electrolytes can shift from inter- 
stitial fluid to plasma. 


Finally, we have three imbalances making up 
the total of 17. These are deficits. They include 
protein deficit, calorie deficit and vitamin defi- 
cit. Now, let’s have some thumbnail sketches of 
the clinical pictures of the 17 basic fluid im- 
balances. The sketches are well named, for they 
are indeed sketchy, but they do provide informa- 
tional hooks on which to hang the considerable 
body of information required for practical mas- 
tery of the subject. 


The first of the imbalances characterized by 
changes in properties of extracellular fluid is 
extracellular fluid volume deficit. This deficit 
results from decreased intake of water and elec- 
trolytes, as in infectious disease, or from acute 
loss of water and electrolytes, as in vomiting. 
Key clinical findings include lassitude, dry skin 
and mucous membranes, and oliguria. There is 
weight loss. A laboratory finding is elevated 
hemoglobin, since the volume of the plasma is 
decreased. 
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EXTRACELLULAR FLUID VOLUME 
EXCESS 
History: 
Excessive infusion of isotonic saline 
Chronic kidney disease 
Laboratory Findings: 
Hemoglobin depressed 
Clinical Findings: 
Puffy eyelids 
Moist rales in the lungs 
Pitting edema 
Rapid weight gain 


SODIUM DEFICIT 

History: 
Excessive sweating plus drinking water 
Excessive infusion of carbohydrate and 
water 
Gastointestinal suction plus drinking 
water 

Laboratory Findings: 
Plasma sodium level depressed 
Specific gravity urine depressed 

Clinical Findings: 
Apprehension 
Abdominal Cramps 
Diarrhea 


SODIUM EXCESS 
History: 
Excessive infusion of isotonic saline 
Tracheobronchitis 
Copious, watery diarrhea 
Laboratory Findings: 
Plasma sodium elevated 
Specific gravity urine elevated 
Clinical Findings: 
Excitement 
Dry, sticky mucous membranes 
Oliguria 


POTASSIUM DEFICIT 

History: 

Diarrhea 

Ulcerative colitis 

Recovery from diabetic acidosis 
Laboratory Findings: 

Plasma potassium depressed 
Clinical Findings: 

Anorexia 

Silent intestinal ileus 

Soft muscles 
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The next imbalance is volume excess, caused 
y excessive retention of water and electrolytes, 
hen so-called “Normal Saline” is given in ex- 
ssive quantities or when excessive retention 
water and electrolytes occurs in congestive 
art failure. Key clinical findings include puffy 
elids, moist rales in the lungs and pitting 
lema. There is rapid weight gain. A laboratory 
inding is decreased hemoglobin, since the 
asma volume is increased. 


aA ff = A A --_ 
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The next clinical picture, electrolyte concen- 
tration deficit, is caused by loss of water and 
electrolytes replaced by water only. Excessive 
sweating followed by drinking of water may 
bring it on. So may drinking water while gas- 
trointestinal suction tubes are removing water 
and electrolytes. The imbalance may result from 
excessive loss of electrolytes from the body as 
in adrenal insufficiency. Key clinical findings 
include apprehension, abdominal cramps and 
diarrhea. The plasma sodium level is character- 
istically below 137 mEq./L. and the specific 
gravity of the urine below 1.010. 


Electrolyte concentation excess results when 
water intake is decreased or when there is ex- 
cessive loss of water through rapid and deep 
breathing as in tracheobronchitis. It may also 
result when water in excess of electrolytes is lost 
in copious, watery diarrhea or in the urine of un- 
treated diabetes insipidus. Key clinical findings 
include excitement progressing to mania; dry, 
sticking mucous membranes; and oliguria. The 
plasma sodium may rise aboue 147 mEq./L. 
and the specific gravity of the urine above 1.030. 


Potassium deficit results when there is exces- 
sive loss of potassium-rich secretions as in severe 
vomiting, ulcerative colitis or infantile diarrhea. 
It may occur when there is increased utilization 
of potassium as in the healing phase of burns 
and in recovery from diabetic acidosis. The 
key clinical findings include anorexia, muscles 
soft (like half-filled water bottles) and silent in- 
testinal ileus. The plasma potassium is usually 
below 4 mEq./L. 


Potassium excess results from retention of po- 
tassium in the body and may occur in severe 
kidney disease, excessive release of potassium 
due to burns or crushing injuries, or with ex- 
cessive parenteral administration of potassium. 
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POTASSIUM EXCESS 
History: 
Burns 
Crushing injury 
Kidney disease 
Excessive infusion of potassium solutions 


Laboratory Findings: 
Plasma potassium elevated 


Clinical Findings: 
Oliguria 
Intestinal colic 
Diarrhea 


CALCIUM DEFICIT 
History: 
Sprue 
Acute pancreatitis 
Hypoactive parathyroid glands 
Excessive infusion of citrated blood 


Laboratory Findings: 
Plasma calicum depressed 


Clinical Findings: 
Tingling of fingers 
Tetany 


CALCIUM EXCESS 
History: 
Tumor of parathyroid glands 
Excessive vitamin D for therapy 
Multiple myeloma 


Laboratory Findings: 
Plasma calcium elevated 


Clinical Findings: 
Relaxed muscles 
Flank pain 
Deep thigh pain 


PRIMARY BASE BICARBONATE DEFICIT 
History: 
Excessive infusion of isotonic saline 
Diabetes mellitus 


Laboratory Findings: 
Acid urine 
Plasma bicarbonate depressed 


Clinical Findings: 
Disorientation 
Shortness of breath on exertion 
Deep rapid breathing 
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It may be caused by excessive retention of po- 
tassium due to adrenal insufficiency. Key clin- 
ical findings are oliguria progressing to anuria, 
intestinal colic and diarrhea. The plasma potas- 
sium is usually above 5.6 mEq./L. 


Calcium deficit is caused by excessive loss of 
calcium from the body as in the steatorrhea of 
sprue. It also occurs when calcium from the 
body fluids is immobilized in acute pancreatitis, 
massive subcutaneous infections or generalized 
peritonitis. It may occur when the parathyroid 
glands become hypoactive as with excessive sur- 
gical removal. It may result from the inactiva- 
tion of calcium by excessive administration of 
citrated blood. The key clinical findings include 
tetany, tingling of the fingers and muscle cramps. 
The plasma calcium is characteristically below 
4.5 mEq./L. and the Sulkowitch test on urine 
fails to show precipitation. 


Calcium excess results from excessive mobili- 
zation of calcium because of overactivity of the 
parathyroid glands, tumor of the parathyroid 
glands, or with excessive administration of vita- 
min D. The key clinical findings include relaxed 
muscles, flank pain from kidney stones and deep 
bony pain; for example, in the thighs. The 
plasma calcium is characteristically above 5.8 
mEq./L. and the urinary output of calcium as 
evidenced by the Sulkowitch test is greatly in- 


creased. 


The first metabolic disturbance is base bicar- 
bonate deficit, usually called metabolic acidosis. 
It is caused by any clinical event which decreases 
the amount of base bicarbonate. Thus, the 
acidic ketones of uncontrolled diabetes mellitus 
displace base bicarbonate, disturbing the ratio 
and tilting the teeter-totter to the left. When 
excess chloride is introduced into the body, base 
bicarbonate is similarly displaced. The key clin- 
ical findings include disorientation, shortness of 
breath on exertion, deep rapid breathing and 
acid urine. The plasma bicarbonate, which re- 
flects the amount of bicarbonate on the teeter- 
totter, is depressed below normal. 


Base bicarbonate excess, usually called meta- 
bolic alkalosis, is caused by any clinical event 
which weights the base bicarbonate side of the 


balance. Excessive ingestion of sodium bicar- 
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PRIMARY BASE BICARBONATE EXCESS 
History: 
Vomiting 
Excessive infusions of alkalies 
Gastric suction 
Laboratory Findings: 
Alkaline urine 
Plasma bicarbonate elevated 


Clinical Findings: 
Hypertonic muscles 
Tetany 


PRIMARY CARBONIC ACID DEFICIT 
History: 
Deep rapid breathing 
Oxygen lack 
Fever 
Salicylate intoxication 


Laboratory Findings: 
Alkaline urine 
Plasma bicarbonate depressed 


Clinical Findings: 
Deep rapid breathing 
Tetany 


PRIMARY CARBONIC ACID EXCESS 
History: 
Pneumonia 
Emphysema 
Morphine poisoning 
Respiratory suppression 


Laboratory Findings: 
Acid urine 
Plasma bicarbonate elevated 


Clinical Findings: 
Disorientation 
Respiratory embarrassment 


PLASMA-TO-INTERSTITIAL FLUID SHIFT 
History: 
Burns 
Massive crushing injuries 
Intestinal obstruction 


Laboratory Findings: 
Hemoglobin elevated 


Clinical Findings: 
Unconsciousness 
Pallor 
Low blood pressure 
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bo nate causes such a weighting. When chloride 

is lost as in vomiting or gastric suction, the bi- 

bonate anions must increase in compensation 

e the total cations must always equal the 

il anions. Either situation tilts the teeter- 

er to the right. Alkalosis is present. Key 

inical findings include tetany, muscle hyper- 

nicity and alkaline urine. Plasma bicarbonate 
isually elevated. 


\\espiratory disturbances affect the carbonic 
acid or left side of the teeter-totter. Consider, 
first, carbonic acid deficit, caused by any con- 
dition which results in increased rate and depth 
of breathing with blowing off of carbon dioxide. 
Recall that carbonic acid of the extracellular 
fluid is the source of carbon dioxide blown off 
in the lungs. Excessive blowing off of carbon 
dioxide reduces the amount of carbonic acid in 
the extracellular fluid and causes the teeter- 
totter to tilt to the right. Alkalosis is present. 
Clinical conditions causing increased rate and 
depth of breathing include oxygen lack, fever 
and high temperature. Key clinical findings in- 


clude tetany, deep rapid breathing and alkaline 
The plasma bicarbonate is depressed 
from the normal. 


urine. 


Carbonic acid excess results when carbon 
dioxide is retained with a resultant retention 
and increase of carbonic acid in the extracel- 
lular fluid. It is caused by conditions which 
suppress respiration such as pneumonia, emphy- 
sema and morphine poisoning. There is a 
weighting of the carbonic acid side of the teeter- 
totter, which tilts to the left. Acidosis is present. 
Key clinical findings include disorientation, res- 
piratory embarrassment and acid urine. The 
plasma bicarbonate level is above normal. 


Now let us consider changes in position of 
extracellular fluid. The first involves a shift of 
water and electrolytes from the plasma into the 
interstitial fluid, a plasma-to-interstitial fluid 
shit. The mechanism of this shift is not known, 
but is probably neurogenic in nature. It in- 
cludes such clinical occurrences as burns, mas- 
sive crushing injuries and perforated peptic 
ulcer. Key clinical findings include pallor, low 
blood pressure and unconsciousness. The hemo- 
globin is elevated since water and electrolytes 
have shifted from the plasma. 
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An interstitial fluid-to-plasma shift of water 
and electrolytes can result from excessive intra- 
venous administration of hypertonic solutions 
such as serum albumin, plasma or dextran. The 
osmotic effect of such solutions draws water and 
electrolytes from the interstitial fluid. It can 
occur in recovery from a_ plasma-to-interstitial 
fluid shift. One may have an interstitial fluid- 
to-plasma shift which is compensatory in nature 
following the internal or external loss of whole 
blood. Key clinical findings include pulmonary 
edema, engorgement of peripheral veins, and 
bounding pulse. The hemoglobin is decreased 
in interstitial fluid-to-plasma shift, since there 
is an excess of water and electrolytes in the 
plasma. 


Finally, let us consider 3 changes in the nutri- 
tional status of the body. The first is protein 
deficit and is caused by any condition involving 
loss of protein from the body such as severe 
hemorrhage, burns, draining ulcers, by increased 
utilization of protein as in severe trauma, or by 
inadequate intake of food as in starvation. Key 
clinical findings include fatigue, loss of muscle 
mass and tone and anorexia. There is also loss 
of weight. The plasma albumin level may be 
below 4.0 Gm./100 ml. 


Caloric deficit results from decreased intake 
of calories as in starvation or from increased 
utilization of calories. Automatically, caloric 
deficit leads to protein deficit as body tissues are 
burned for energy purposes. Key clinical find- 
ings include mental depression, shortness of 
breath and loss of muscle tone. Acetonuria may 


be found. 


Vitamin deficits result from decreased intake 
of vitamins as in starvation or from increased 
utilization of vitamins as in chronic infectious 
disease or severe injury. Key clinical findings 
may include the night blindness of vitamin A 
deficiency, the beefy-red tongue of B deficiency 
and the bowed legs of rickets. The x-ray find- 
ings on examination of the bones in vitamin C 
deficiency and vitamin D deficiency are char- 
acteristic. 


Given familiarity with the clinical pictures of 
fluid imbalances, the doctor is then in a position 
to analyze a patient with potential disturbances 
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of the body fluids in a systematic manner, eval- 
uating him from the standpoint of changes in 
volume of the extracellular fluid; changes in 
composition with particular reference to sodi- 
um, potassium, calcium, base bicarbonate and 
carbonic acid; changes in position with reference 
to shifts of water and electrolytes from the plas- 
ma to the interstitial space and vice versa; and 
finally, from the standpoint of nutritional defi- 
cits of protein, calories and vitamins. 


Now, suppose the doctor has a patient whose 
intake of water and electrolytes has been 
abruptly decreased because of an infection. At 
the same time he has lost water and electrolytes 
through vomiting and excessive perspiration. The 
doctor knows that this patient is a likely can- 
didate for an extracellular fluid volume deficit. 
Clinical findings plus information concerning 
acute weight loss and laboratory findings help 
clinch the diagnosis. 


Suppose the doctor has a patient who has lost 
large amounts of potassium-rich secretions, such 


as might occur in the stool losses of ulcerative 
colitis. From the history of the disease the phy- 
sician knows that the patient is a candidate for 
potassium deficit, particularly if his food intake 
has decreased. Clinical findings of this deficit 
plus informatory laboratory findings confirm the 
suspicions based on the history. 


Suppose a patient has suffered massive crush- 
ing. He is pale. His blood pressure is low. 
Perhaps he is unconscious. The physician has 
the clue to a plasma-to-interstitial fluid shift. 
It is hardly necessary to corroborate it, but an 
elevated hemoglobin would. 


Perhaps our patient has been at work clearing 
a mine cave-in on a mountain top. Because of 
the oxygen deficit at that altitude, he has been 
breathing deeply. This deep breathing has blown 
off excessive quantities of carbon dioxide, and 
he has developed carbon dioxide deficit inducing 
respiratory alkalosis. 


The patient with acute pancreatitis should be 
suspected of having a calcium deficit since cal- 
cium is often bound up in the secretions that 
surround the inflamed pancreas. The doctor's 
suspicions will be corroborated if the patient 
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INTERSTITIAL FLUID-TO-PLASMA SHI} T 
History: 
Excessive infusion of hypertonic solutions 
Recovery phase of plasma-to-intestitial 
fluid shift 
Compensation following loss of whole blo: d 
Laboratory Findings: 
Hemoglobin depressed 
Clinical Findings: 
Bounding pulse 
Pulmonary edema 
Peripheral veins 


PROTEIN DEFICIT 

History: 

Hemorrhage 

Trauma 

Wounds or ulcers 
Laboratory Findings: 

Hemoglobin depressed 
Clinical Findings: 

Anorexia 

Weight loss 

Loss of muscle mass and tone 


CALORIC DEFICIT 
History: 
Decreased food intake 
Gastrointestinal disease 
Chronic infection 
Laboratory Findings: 
Acetone in urine 
Clinical Findings: 
Mental depression 
Shortness of breath 
Loss of muscle mass and tone 


VITAMIN DEFICIT 
History: 
Chronic infection 
Severe injury 
Laboratory Findings: 
Characteristic x-ray findings in specific 
deficiencies 
Clinical Findings: 
Night blindness 
Beefy-red tongue 
Bleeding, gums 
Starvation 
Impaired wound healing 
Bowed legs 
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hus tingling of the fingers, muscle cramps and 
laboratory findings suggesting calcium deficit. 


{ patient who has lost large quantities of a 
chloride-rich secretion such as gastric juice will 
be a candidate for base bicarbonate excess, since 
loss of chloride from the body causes a compen- 
salory increase in the base bicarbonate. Remem- 
ber, the total number of anions must always equal 
the total number of cations. Chloride and bicar- 
bonate are both anions. Lose one; the other 
builds up. The physician will recall that this 
patient is a candidate for potassium deficit too, 
since he is also losing potassium in that vomitus. 
When the physician corrects the base bicarbon- 
ate excess by giving chloride, he will give po- 
tassium at the same time. 


[he physician familiar with the clinical pic- 
ture concept will immediately think of protein 
deficit when he sees a patient suffering from 
hemorrhages, burns, ulcer or severe trauma. Giv- 
en such key clinical findings as fatigue, loss of 
muscle tone and poor appetite, his suspicions will 
be corroborated. If there has been weight loss, 
and depression of the plasma-albumin level, the 
diagnosis is clinched. 


The patient who has perspired excessively 
and then drunk plain water is an excellent pros- 
pect for sodium deficit. With a positive history 
and key clinical findings such as apprehension 
and abdominal cramps, the physician has a 
sound basis for diagnosis. 


And so one can go on and on through the 
various imbalances. Bear in mind that imbal- 
ances are frequently compounded by other im- 
balances. The baby with acute diarrhea, if not 
properly treated, can progress from acute ex- 
tracellular fluid volume deficit to a primary base 
bicarbonate deficit. After a few days potassium 
deficit can be added. A little later on, sodium 
excess may develop because of watery diarrhea. 
A physician with knowledge of clinical pictures 
of fluid imbalances will not permit the situation 
to advance to such a sad state. 


rhe patient with diabetic ketosis frequently 
presents a number of imbalances including ex- 
tracellular fluid volume deficit, primary base 
bicarbonate deficit and potassium deficit. 
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A patient who is unwisely given an excessive 
quantity of isotonic solution of sodium chloride 
may develop extracellular fluid volume excess. 
If an infectious process has been present, this 
excessive saline can well tip the scales in favor 
of base bicarbonate deficit by imposing an ex- 
cessive chloride load on the kidneys. 


A systematic approach to diagnosis is of first 
importance in properly evaluating the patient 
with fluid imbalances. First, a careful clinical 
history should be taken, jotting down facts sug- 
gestive of specific imbalances. The past intake 
and output of fluid should be reviewed with par- 
ticular emphasis on the previous one or two days. 


Such questions as these should be answered: 
Has the patient been eating and drinking nor- 
mally? Have therapeutic fluids been given by 
tube, rectum or parenterally? Have abnormal 
losses of body fluids occurred in the form of 
perspiration, vomiting, gastric or intestinal suc- 
tion, enterostomy, drainage from fistulas, liquid 
stools, wound or burn exudate? 


Sometimes a rough estimate of the intake-out- 
put record can be obtained from the history. In 
carrying out the physical examination, the phy- 
sician should list findings that may indicate a 
specific clinical picture. Laboratory findings 
should be studied. Now, with pertinent data 
available from the clinical history, physical ex- 
amination and laboratory values, the physician 
has a solid basis for a systematic diagnosis which 
should include both the imbalances present and 
their approximate severity. 


We have now sketched the 17 basic clinical 
pictures of imbalances of the body fluids. While 
a patient whose body fluids have been disturbed 
may suffer from only one imbalance, most will 
manifest a combination of two or more. 


The clinical state of our patient might ap- 
pear hopelessly confusing unless one uses the 
clinical approach and evaluates the history, 
symptoms, physical findings and _ laboratory 
findings of the patient. Analyze the state of his 
body fluids from the standpoint of volume of 
extracellular fluid, sodium level, potassium lev- 
el, calcium level, base bicarbonate level, car- 
bonic acid level. Determine whether he has 
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shifts of extracellular fluid from plasma to in- 
terstitial space or vice versa. Discover if he has 
a deficit of protein, calories or vitamins. This 
systematic approach is amazingly effective in 
lifting the fogs of confusion. As Sir William 
Osler says, “System, or as I shall term it, the vir- 
tue of method, is the harness without which only 
the horses of genius travel.” Most of us, inclu- 
ding your speaker, are not horses of genius. 
Most of us will be helped greatly by the use of 
systematic approach to diagnosis of body fluid 
imbalances. 


The following references are suggested for 
additional readings: 


e Snively, W. D., Jr., and Sweeney, M. J.: 
FLUID BALANCE HANDBOOK FOR PRAC- 
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TITIONERS, Springfield, Illinois, Charles 
Thomas, 1956. 


e Snively, W. D., Jr.: Body Surface Area a 
Dosage Criterion in Fluid Therapy: Theory ; 
Application, METABOLISM 6:70-87 (Ja 
1957. 


e Sweeney, M. J.: Tonicity and Its Clinical 
plication to Parenteral Fluid Therapy, THE 
PEDIAT., Ct. Louis 47:237-248 (Aug.) 195 


e@ Sweeney, M. J.: Multiple Electrolyte Solu- 
tions, Their Use in Parenteral Fluid Therapy, 
ILL. MED. J. 113:4-9 (Jan.) 1958. 


e Snively, W. D., Jr. and Sweeney, M. J.: Ther- 
apy of Imbalance of the Body Fluids, GP 18:74- 
85 (Aug.) 1958. 





A GUIDE FOR PHYSICIANS, HOSPITALS AND NEWS MEDIA 


A guide to news relationships between newsmen, physicians and hospitals, the 
result of three years work by the professions involved has just been published 


in Wisconsin. 


The booklet is the result of a study by representatives of newspapers, radio, 
television, physicians and hospitals. It is published by the State Medical Society 
of Wisconsin. Copies may be obtained through the office of The Arizona Medical 


Association. 
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Tiaalianeals 
blood pressure 
swing 


Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


aavouun,® na 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified —cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Squibb Quality—The 


= Rautrax- N@ 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 

Oleic acid glycerides (mono-unsaturated) 

Total unsaturated 

Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) ..........0.3-0.5% 
II os siouidcunatamance ccccccece 0.09-0.12% 
Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send______free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 


DR 











ADDRESS. 





CITY. 
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THE MEDICAL PAVILLION 


Phoenix’ Newest Medican Building Nearing Completeion 


TWENTY-FIVE CUSTOM DESIGNED SUITES AVAILABLE FOR OCCUPANCY 
MARCH 1, 1961 


The Medical Pavillion offers the latest facilities: Pharmacy, Radiological and 


Pathological Laboratories. 
Adjacent to two major shopping centers and within minutes of three hospitals. 


Grace and Grace Realtors, 613 North Central Ave. 


For further details: 
f Blake Realty, 1608 East Earll Drive 


OWNER MANAGEMENT 


EAST THOMAS DEVELOPMENT COMPANY 


2929 East Thomas Road Phoenix, Arizona 








COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 
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RESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Leder! 


Each capsule contains: Ethiny! Estradiol 0.01 mg. ¢ Methyl 
Testosterone 2.5 mg. © d-Amphetamine Sulfate 2.5 mg. ¢ Vitamin 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units « 
Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. * Ribo- 
flavin (B,) 5 mg. * Niacinamide 15 mg. ¢ Pyridoxine HCI (B,) 
0.5 mg. © Calcium Pantothenate 5 mg. ¢ Choline Bitartrate 
25 mg. © Inositol 25 mg. « Ascorbic Acid (C) as Calcium Ascorbate 


50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin 
(Tocopherol Acid Succinate) 10 Int. Units ¢ Rutin 12.5 mg. 
Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. ® lodir 
(as Kl) 0.1 mg. ¢ Pw (as CaHPO,) 35 mg. © Phospherus | 
a 27 mg. -« Fluorine (as CaF.) 0.1 mg. © Copper (as Cu 

mg. © Potassium (as K,SO,) 5 mg. * Manganese (as MnO 
i mg. ¢ Zinc (as ZnO) 0.5 mg. « Magnesium (igo) 1 mg. ¢ Borc 
(as Na,B,07.10H,0) 0.1 mg. Bottles of 100, 1000 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@age 
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sh capsule: Phenacetin (3 gr.) 194.0 mg.; 
salicylic acid (24% gr.) 162.0 mg.; hyos- 
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sedative-enhanced analgesia 


To each ‘“‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN t= 


PHENAPHEN’ “™ CODEINE 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow's with persistence 





> 
kg 


D¢éauty 
7 


obitussin 


The real beauty of Robitussin is seen in the relief it + belles to cough 

the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guaiacolate turns Sel 
cough into productive cough. Efficient yet gentle, Robitussin ges sews aaa rid its: 
of the very irritants that cause it. And in more then Jecade o | 

tionably safe, as well as consistently acceptable, t 
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The essence of an his- 
torical epoch is distilled 
from the vital preoccu- 
pations of its people, or 
at least from the con- 
cerns of the leaders who 
dictate the tone of the 
Military 
quest, economic aggran- 


times. con- 
dizement, religious con- 
version, and 
preeminence 

been chapter headings 
Each 
age centers on what it 
finds fateful, and land- 
mark ages are measured 
In a century of popular vote 
| popular information, the focus shifts to what 
public as a whole believes important, or can 
induced or persuaded to so consider. We 
y now have reached one of the watersheds 
history that will determine the course of a 
g stretch of the future. When the outlook 
the world is clouded, when national purpose 
faltered, when the very structure of medi- 
practice is questioned, it may be useful to 
nd back from events and try to extract the 


cultural 
have all 


in man’s annals. 


Lindsay E. Beaton, M.D. 


great issues. 
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The President’s Page 


The Relevant Issue 


Lindsay E. Beaton, M.D. 


significance from the long term. 

One of America’s most perceptive social critics, 
Peter F. Drucker, in a sardonically titled article, 
“The Almost Secret Art of Being an Effective 
President”, in a recent issue of Harper's Maga- 
zine, has defined a conception that is fruitful 
in fields other than politics, perhaps in every 
modern aspect of the human condition. He says 
that to be potent, the chief executive of this 
country must learn to aim national effort at “the 
issues that are relevant to the situation. ‘I would 
rather be relevant than right’ should be the motto 
of the effective President. The right answer to 
an irrelevant question misdirects. But the wrong 
answer to a relevant issue still puts the spot- 
light where it belongs.” Mr. Drucker then points 
to questions that still occasion political noise 
but for practical purposes have been settled — 
isolationism versus internationalism, war versus 
peace, communist economic efficiency versus 
capitalism, unrestricted free enterprise versus 
the welfare state. For better or worse inter- 
nationalism has been chosen, war is unthink- 
able with nuclear weapons, both Western and 
totalitarian economics have demonstrated capa- 
city to produce material goods and _ technical 
knowledge, and the welfare state is the certain 
shape of the new society of the century. As 
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Sidney Hook of New York University has ob- 
served in another place, “Even those who con- 
demn the welfare state will, in the very inter- 
ests of national security, have to continue it. 
Today its only alternative is the ‘ill-fare’ state.” 
In contrast, the relevant issue, says Drucker, is 
freedom versus tyranny. This is the contest that 
lights the day, too often with shadows of trag- 
edy. His clarification finds reflection in the 
contemplations of others. For example, Salva- 
dor de Madariaga, though he emphasizes that 
his injunction does not imply martial adventur- 
ing, says in his latest book, “The West should 
make it clear and official that its aim is the 
freedom of all the nations and peoples of the 
earth.” 


This is a deceptively simple theorem that may 
yet be the signature of the age. It cuts through 
the dead wood of past problems; it raises an 
inspiriting objective; it is a daring vision for an 
extraordinary time. To an American it evokes 


a purpose deeply imbedded in the democratic 


experiment. In “The Purpose of American Poli- 
tics,” Hans J. Morgenthau perceives in our his- 
tory the specific mission of seeking equality in 
freedom. He hopes for a renewal of enthusiastic 
dedication to this resolve if we are to regain 
the high road of our destiny as a nation. This 
is no place to write a political treatise, but it 
is heartening to remark that a realization of the 
urgency of freedom as a national aim exists on 
both sides of the party street. It was one of 
the leit-motifs of the Kennedy campaign, and 
on the other hand it is the illuminating faith in 
Barry Goldwater's “The Conscience of a Conser- 
vative.” We satirize what we hold dearest, and 
the love of liberty underlies Mark Twains often 
quoted remark: “It is by the goodness of God 
that in our country we have three unspeakably 
precious things: freedom of speech, freedom of 
conscience, and the prudence never to practice 
either of them.” 


This definition of the relevant issue of the era 
can be applied to every sector of the culture. 
Its application to medicine is especially telling. 
First of all one may count the medical disputes 
that have been disposed of, that no longer merit 
the attention of serious argument. - Decisions 
on these questions have become part of the liv- 
ing tissue of the profession. The once bitter 
battle of group or panel practice against solo 
practice is an initial example. No matter how 
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loudly some dissenters may howl, the econom 
and efficiency requirements of modern me: 
cine have brought various kinds of groups in‘o 
spreading existence. There is no back-tracki¢ 
along this road. The choice between individu | 
financing of the costs of illness or group heal'h 
insurance has also been made, and the professi:n 
as a whole welcomes the growth of the hea!')|; 
insurance principle. Private medical education 
under auspices largely controlled by organized 
medicine has been replaced by academic mai- 
agement, often under State patronage, with 
federal aid, direct or indirect, as indispensable 
backing. The issue has been settled. No mat- 
ter what debating points are adduced in thie 
future, national financial assistance to medical 
schools is going to increase, or the institutions 
are going to be unable to do their jobs, which 
is an intolerable alternative. This is not to say 
that such intervention does not breed real threats 
to academic and medical independence, but only 
the deluded can fail to see that federal aid to 
professional training is nonetheless here to stay. 
Another decided question concerns fee sched- 
ules. The day is over of unrestricted license 
to charge all that the patient will tolerate. Prob- 
ably we are also seeing the last of the venerable 
custom of collecting fat fees from the rich to 
balance eleemosynary care of the poor. The 
doctor can play at being neither Robin Hood 
nor Karl Marx; the equalization of socio-eco- 
nomic disparities is not his role. The actuarial 
demands of insurance plans, popular concern 
with the expense of sickness, and an increasingly 
egalitarian social order have combined to en- 
sure the final victory of the fee schedule con- 
ception, in spite of the ululations of those who 
find it a peremptory standardization of the worth 
of medical and surgical procedures. The rela- 
tive value formulation has been given its lumps 
lately, but its acceptance also seems solid. Gov- 
ernmental participation in vendor payments }i:s 
been approved in the Medicare program and i1 
such State agencies as our own Industrial C: 
mission. The shapes that such schemes will t 
may well vary; general indorsement of the : 
tem is no longer in doubt. The approach 
vendor medical payments for the indigent a: 

is the heart of the Kerr-Mills bill that the A) 
and organized medicine in the States suppo1 
whole-heartedly in the last Congress. Additi 
ally, any thought that the physician can 
perform alone all aspects of medical care 
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lost its pertinence. The doctor now gladly rec- 
ognizes the contributions of the technician, the 
nurse, the pharmacist, the social worker, the 
clinical psychologist, and a host of other mem- 
bers of the therapeutic team, no matter how 
much some may protest that there is a dark 
plot to grant the physician’s prerogatives to these 
ancillary groups. 


Finally it may be said that the preservation 
of private practice is no longer a primary issue 
in medicine. This statement will be anathema 
to some, who would violently insist that the 
future of the profession rests on society's elec- 
tion of private practice or “socialized medicine.” 
They would contend that only as private prac- 
tice can medicine conceivably remain progres- 
sive and independent. This conviction can be 
examined to sharpen the query, and an analogy 
can perhaps be drawn from private financial 
enterprise. Charles F. Darlington, a business 
man and corporate executive, formerly assistant 
chief of the State Department’s Division of 
Trade Agreements, has offered some piercing 
comments on the latter in a late publication. He 
notes that, “Nations, like individuals, can make 
vices of their virtues. Private enterprise is a 
virtue as a successful method of organizing so- 
ciety for production, but it takes on the color of 
a vice when, as today in the United States, it 
is widely regarded as the ideal of society. It 
is a means to a good society, but we are mak- 
ing it society’s goal.” These provocative insights 
can be applied as well to medicine. The goal of 
the doctor is maximal care for the sick. Private 
practice is a means to that end. Most of the 
physicians of this country believe that the pre- 
sent system has provided and will continue to 
provide unparalleled medical resources and 
ready access to them. But private practice is 
not sacrosanct, not an inviolable purpose in it- 
self. If another method of dispensing the fruits 
of medical science could be shown to be super- 
ior, the profession would surely adopt it. We 
strive for the health of our patients and the 
cure of their illnesses and not fundamentally for 
the continuance of a certain economic way of 
distributing medical services. Individual re- 
sponsibility is one thing; private practice is an- 
other. They are not necessarily synonymous. 
The American physician is simply unconvinced 
that current usage has been challenged by any 
substitute that would do the medical job as well 
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or better and would preserve the integrity of 
his calling. 

These causes have the smell of dead battle- 
fields, and those who carry their banners are 
shouting their war cries backward down the 
corridor of medical history. No scientist can 
cherish more than mere sentimental fondness 
for outworn dogma, and leading our profession 
into a rigid identification with political prin- 
ciples that may be tomorrow's anachronisms is 
not the way to make it a living force in today’s 
society. Nostalgic remembrance of the familiar 
past should not cloud our responsibility to be 
realistic about our future. 

For medicine too the relevant issue is free- 
dom. Its pursuit is as vital and meaningful for 
a profession as it is in the larger socio-historical 
sense or in the definition of national purpose. 
Indeed, if freedom is in truth the root of na- 
tional purpose, it cannot help but also be the 
root of a profession that plays a considerable 
role in the republic. 

Freedom for medicine is of course professional 
freedom only — freedom to set the standards by 
which its members shall be judged, freedom to 
outline the curriculum by which its apprentices 
shall be taught, freedom to prescribe such treat- 
ment as physicians find necessary for the heal- 
ing of the sick. It does not mean that the un- 
scrupulous and the mercenary can assume with 
a whoop and a hurrah that the lid is off. It is 
not license to exploit the public for personal 
gain through secret remedies, excessive fees, or 
unnecessary ministrations. There is no liberty 
to strike against the interests of the sick for 
reasons of the doctor's economic advantage, or 
to withdraw from service to the public out of 
objection to socio-economic trends. Finally, no 
franchise is included to utilize the prestige of 
the profession as a partisan political tool in ad- 
vocacy of any undertakings other than those of 
medicine itself. These declarations are obviously 
a restatement of ethical considerations that have 
long guided professional conduct. None of these 
forbidden immunities would be regarded as 
other than preposterous by the honorable phy- 
sician. One mentions them more for the com- 
fort of the laity than as a necessary reminder 
to doctors. 


Is this a real issue? Is the freedom of medi- 
cine actually threatened? I think it may fairly 
be said that it is, just as the freedom of other 
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professions and intellectual callings is threat- 
ened. Scientists, teachers, journalists, even crea- 
tive artists have all felt the same cold breath 
on their backs. Doctors have always been sin- 
gularly autonomous; they are probably the most 
completely self-governing segment in a society 
that is becoming rapidly collectivized. This fact 
makes them an obvious target. 

The first threat to the independence of medi- 
cine obviously comes from managerial bureauc- 
racy, which increasingly means political bur- 
eaucracy. No belaboring is required to prove 
the point that the average bureaucrat is not 
basically concerned with individuals; he is con- 
cerned rather with the efficient working of the 
bureaucracy. He is not interested in research, 
in scientific progress, probably not in change 
of any sort, which can only tangle the red tape. 
He is obsessively addicted to paper work, dead- 
lines, budgets, and protocol. The climate he 


creates has proved to be very irksome for scien- 
tists working for the government. It could only 
be equally vexing and obstructive for doctors 
in a federalized medical system. The danger 
emanates not only from Washington; it can be 


equally instrusive at a municipal, county, or state 
level. If anyone needs an object lesson in the 
menace to medical practice of local governmen- 
tal bureaucracy let him meditate on the rela- 
tively benevolent empire of the Industrial Com- 
mission of Arizona. By law this State insurance 
organization can transfer your patient to an- 
other physician, can order consultations or exam- 
inations on your patient without requesting your 
permission or notifying you, even if such pro- 
cedures might in your judgment be deleterious. 
It not only has the legal right to do these 
things; on occasions it does them. It is abun- 
dantly clear that the I.C.A. reflects the inter- 
ests of the employer and the insurance carrier 
as opposed to the interests of your patient, the 
sick or injured workman. This occurs with- 
out any conspiracy in an agency run by per- 
fectly honest people, doing their very good best, 
and assisted by committees appointed by your 
Association, committees of competent and irre- 
proachable physicians. Modern psychiatry vouch- 
es for the understanding that none of us is able 
to abolish unconscious bias. None of us can 
discount the prospect of unconsciously favoring 
the viewpoint of the people he works for. The 
potential is far graver. So far we have been 
protected by appointments of high caliber to the 
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posts of Commisisoners. The existing set-ip 
could be subverted by various pressures to alloy 
all kinds of abuses, premature closure of cas 
cover-ups on lost-time accidents, black-lists f 
the doctors who are thought to be too “so!:” 
on the injured workman. Fortunately, the diy 
is not yet. 


Medical liberty is put in jeopardy in other 
ways, more indirect and more subtle. There 
is for example genuine peril in control over 
professional education through the grants and 
research assistance that a medical college re- 
ceives and on which its life depends. This is 
partly governmental paternalism, partly mother- 
ing from the great foundations. It is an en- 
dangerment that exists not only for the medical 
schools but for all branches of the nation’s uni- 
versities, and in fighting which we can join forces 
with other scientists and with educators. There 
is the hazard, more hidden still, of convention- 
ality, social, political, academic, even profes- 
sional. In a delicately balanced age, dependent 
on technological continuity, rebellion seems so 
dangerous. Yet medicine, like any science, must 
reserve its right to slap the face of the axiomatic. 
Burying the independent and skeptical spirit of 
experimental discovery under an undisturbed 
ground of conformity would be the end of what 
makes human beings human. As Arnold Toyn- 
bee has put it, “Mankind’s only capital asset 
is the creative power embodied in individual 
men and women. Short of genocide, it is hard 
to think of any worse fate that we could inflict 
on ourselves than to transform ourselves into 
human ants or bees.” Like any other human 
endeavor, medicine is under strong pressure to 
conform to the mores of the time, and the 
threat of intellectual submission at its worst is 
made vivid by the perversions of German medi- 
cine under Hitler. In fact no scientist can all 
himself to be carried away by social or politic: 
vogues and especially by currents of intellec 
tual fads. Conformity and non-conformity h: 
no pertinence to the scientific task, and one 
be as enslaving as the other. Jean Cocteau 
wryly commented, “Le conformisme anticon! 
miste est 4 la mode, L’avant garde est devei 
le classicisme du vingtiéme siécle.” Epigr: 
are always more impressive in French. 
need know little French to decipher this one 


If big government is a threat to the freed 
of the physician, so is big business, and s 
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big labor. Neither the business man nor the 
labor executive is solicitous about the liberties 
of our profession; they are preoccupied with 
the use of the doctor in furthering their ends 
i, the industrial power struggle, and with gain- 
ing kudos and advantage through making medi- 
cal services available to employees. So far the 
inevitable loser in every battle has been the 
private practitioner, whose area of coverage is 
s.ceessively limited. Can the physician be em- 
ployed by industry or by a major union, or for 
that matter by government, without losing some 
o! his professional independence? Most phy- 
sicians are far from convinced. Institutions must 
be devised that will both fit modern socio-eco- 
nomic realities and yet safeguard medicine’s tra- 
ditional self-reliance. Our first present hope is 
in wide extension of the health insurance plan. 
Practical implementation of some such hope is 
a necessity if we are to maintain professional 
freedom. 


Even though one says it hesitantly, perhaps 
the doctor’s scope is also compromised by “big 
medicine.” In spite of the democratic, repre- 
sentative structure of organized medicine, it is 
now so immense and complex that the individual 
member's stand is largely dictated from on high. 
He is unlikely to make his thoughts known, un- 
likely indeed to have the facts for a personal 
formulation. As in every field in modern civiliz- 
ation, in medicine too a few men make the 
critical decisions, which are then sold to the 
rank and file. Our professional autonomy has 
also been narrowed by ancillary groups in medi- 
cine, for example by the hospital administrators, 
who regard us as a necessary but willful set of 
retainers, to be brought into line on such trans- 
gressions as ordering too many laboratory tests. 
It is equally restricted by the groups concerned 
with hospital accreditation, who have clearly 
had large infusions of bureaucratic blood. Our 
freedom is not limited, as the popular press 
would recently have it, by a guide rule of re- 
wards and punishments. In fact these accounts 
of the power structure of medicine are fantastic 
to the point of paranoia. Rather are we en- 
dangered through relinquishment of personal 
control over certain faces of our destinies. We 
can regain that control only through awareness 
of its seepage and through plugging the leaks 
by unremitting participation in the social and 
political and educational aspects of medicine as 
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well as in its scientific and clinical phases. 

One last word on the immediate apprehen- 
sion of the average physician, the threat to his 
practice by government payment for medical 
care. There is widespread public misapprehen- 
sion that doctors oppose state financing mainly 
because they feel that it would reduce their 
personal incomes. This surmise is the principal 
source of the fading of the doctor's image, and 
it is not to be met by still further economic 
and political broadsides from the upper brass of 
national medicine. Rather do our fellow citi- 
ens have a right to our legitimate opinion. In 
even the crustiest reaches of conservative medi- 
cal thought there is no doubt about the phy- 
sician’s real misgiving, that his authority over 
his purely professional responsibilities will be 
removed by state control. He fears that gov- 
ernment financing means government interfer- 
ence. He asks to be shown how it cannot. This 
simply is his real concern. And it is one that 
the public will understand. 


What is medicine’s program to counter these 
threats? What are the affirmations through which 
doctors caa guarantee their professional free- 
dom; preserve it and enlarge it? First, they 
must take an unmistakable stand on the prin- 
ciples that cannot be relinquished if their calling 
is to remain true to its social charge. These 
include general supervision of the content of 
medical education and the right to set the cri- 
teria by which doctors shall be evaluated. 
Neither of these principles can conceivably be 
delegated to a lay group. Third, there must 
always be the privilege of choice of the pro- 
fession and no barrier to entrance of the best 
young minds that it can attract. There must 
be no state dictation of which young people 
will go into medicine and which into other 
vocations. Nor should there be sorting by status 
standards of any sort — money, social class, reli- 
gion, color, or political belief. Fourth and im- 
perative, we can never resign our primary re- 
sponsibility for the patient. Whoever may pay 
for his care, his health is the doctor’s commis- 
sion alone and his recovery from illness the 
doctor's task. 


It does not seem unreasonable, in connection 
with the voicing of these precepts, to ask that 
society go slowly in changing what has worked 
so well and not jettison a system that has been 
a pragmatic success. This is not a plea for hide- 
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bound following of the beaten track. Medicine 
is always eager to try new treatments; it should 
be equally willing to consider fresh ways of 
bringing optimum care to all the sick. It does 
ask that any new social approach not destroy 
or dilute the very elements that have accounted 
for the excellence and progress of medical 
science in the modern era. 

We should not confuse our point by longer 
beating the drums of the irrelevant, by attempt- 
ing to make new cases out of settled disputes. 
We should keep our eyes fixed on the great 
issue, our professional freedom, our scientific 
and intellectual independence. Winston Church- 
ill once said of Harry Hopkins that his great 
contribution to Allied strategy in World War II 
was his ability to see into the heart of any ques- 
“Lord Root of the Matter,” Churchill 
It is this penetration that medicine 


tion. 
called him. 
needs. 
Our defense of our ideals and our probity 
demand that we speak up, as individuals and 


as professional groups. This means that we 
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say our honest piece without equivocation in « 
own medical assemblies. It means that we d 
clare ourselves strongly in legislative halls. 
means that we acquaint politicians with t 
effect on medicine and on the public health 
proposed modifications of economic or soc 
patterns. It means finally that we enter t 
common forum. Our fellow citiens cannot 
expected to help us champion the integrity 
medicine unless we inform them. 


Whatever we do, whatever we say, let it rac 
ate from the relevant issue, the freedom of me: 
cine to serve the health of the people. And | 
us repeat that we seek this freedom for t 
protection of our patients and not for the p: 
servation of a personal economic position. 
says in Ecclesiastes, “To every thing there is 
season, and a time to every purpose under t 
sun.” This is the season to recognize that the 
meaningful need of medicine is the sustenance 
of its professional freedom. And this is the time 
to make clear that our purposes are the health 
of mankind and the morality of our science. 


CANMELBACK 
PROFESSIONAL 
BUILDING 


ROSERT .. BEAL, MD. 


OTTO . SENOHEIM, MD 


HA i SREEN BD. 


ad aLel-lelb amy: abe) al 





mec i- 


id tet 
r the 
} pre- 
. it 
»is a 
r the 
t the 
lance 

time 

ealth 





Vol. 18, No. 2 
ARIZONA MEDICINE 


THE HOSPITAL B 
ENEFIT AS 
GUARANTEED R RAN 
aN 
eR La EWABLE 


1FE AND DISABILITY CAPITAL sTOCcK INSURANCE COMPANY 


A LEGAL RESERVE 
* PHOENIX, ARIZONA * ALpine 8-4888 


HOME OFFI¢ E: FIRST ST REET AT WILLETTA 


By THE H. B. A. LIFE INSURANCE COMPANY 


7 
s 
Suma™ 


DUKE R. GASKINS, M.D. 
MEDICAL DIRECTOR 


February 1, 1961 


Dear Doctor: 


can anticipate 4 
ing or Old Age 
al leaders 
il rights 
quick appr 
*hurry-up" pro- 


several of 
1 Security Old Age 


grams includin 
Medical Care Bill. 


We should remember that Social Security is 


not insurance and in arguments before the Su- 
preme Court it was aamitted by OASI that Social 


Security is just another tax- 


The Social Security program now has 
$20-billion in assets and $360-billion in as- 
sumed obligations. Apparently this is going to 
have to be paid py future generations and add- 
ing Old Age these future obli- 
gations It seems like a 
airty tri on our children, but it is 


apparently considered good politics. 


Very truly yours, 


bb, HY eb, 


Duke R- Gaskins, M.D. 
Medical Director 
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Guest Ranch Living 


in this friendly Valley of the Sun resort area Famelhack Hosp 


lends a vacation-like atmosphere to 
the patient's stay at Camelback Hospital. 


Jeaceful Camelback Mountain, standing serenely 

5055 North 34th Street 
P F . CRestwood 7-743] 
provide a setting to exercise a natural PHOENIX. ARIZIOA 
OTTO L. BENDHEIM, M.D., F.A.P.A.. MEDICAL BIRECTOR 
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A 


above the surrounding citrus grove, helps 





therapeutic effect on patients as they 





enjoy the well-rounded recreational program. 


Re in the heart of the beautiful Phoenix citrus area 
near picturesque Camelback Mountain, the hospital is 


dedicated exclusively to the treatment of psychiatric 
and psychosomatic disorders, including alcoholism. 
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UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 

ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 

OTHER PENICILLINS 
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OrriciAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 

DESCRIPTION 
STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 
Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxyphenyl penicillin 
activity. 


INDICATIONS 

STAPHCILLIN is recommended as specific therapy only in infections 

due to strains of staphylococci resistant to other penicillins, e.g.: 
Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 

subacute endocarditis, acute osteomyelitis and enterocolitis. 
Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 

As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 

Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 


per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 


mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960 
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VICROBIOLOGICAL AND PHARMACOLOGICAI 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V. 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy. appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast. penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published ) 


INITIALLY 
AFTER 80 MINUTES 


% RESIDUAL PENICILLIN 
AFTER 40 MINUTES 


STAPHCILLIN 

PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 








Specifically for “resistant” staph... 
=a 


Staphcilin 


sodium dimethoxypheny] penicillin 


FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 
Unlike other penicillins: 
| STApHCILLIN is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 

The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 


and life-threatening. 
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Like other penicillins: 
STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 


penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STapHcILLin. If you desire 
additional information concerning clinical experiences with StapuHcittinx, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 








BRISTOL LABORATORIES * SYRACUSE, NEW YORK 
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"grippe oO 


3 
cold, but an antibiotic 


IS not indicated... 
prescribe NEW 


WIN-CODIN*’ Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 

Each tablet contains: 

Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 

Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 

Acetylsalicyclic.acid 300 mg. (5 grains)—to reduce fever and 
relieve aching ; 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 


New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, | or 2 tablets three times daily; children 
6 to 12 years, from 1% to | tablet three times daily. 


° Available in bottles of 100 (Class B narcotic). 
LABORATORIES *Trademark tFor persons with vitamin C deficiency 
New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off, 
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Editorial 


Neurotic Reaction 


Disabling accidents result in some sufferings 
about which the physician or psychiatrist can- 
not testify as an expert. I am referring to areas 
of ordinary human experiences: anxiety over re- 
duced income, fear of being replaced on the 
job, hope for sizeable indemnification, back- 
wash of problems usually warded off by gain- 
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ful occupation. Worry and unhappiness an 
angry disappointment are to some extent no) 
mal and inescapable. 

Distress is not a disease if it is proportionat: 
to the distressing situation. 

If the distress is disproportionate it may b: 
the symptom of a psychoneurosis. But it is the 
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CONTRIBUTIONS 


The. Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given «qual 
consideration. 

Certain general rules should be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English or Spanish 
especially with regard to construction, diction, spelling and 
ee. 

Be guided by the general rules of medical writing a: 
followed . the JOURNAL OF THE AMERICAN MEDICAI 
ASSOCIATION. 

3. Be brief, even while 
Avoid unnecessary words. 

4. Read and re-read the manuscript several 
correct it, especially for spelling and punctuation. 

5. Manuscripts should be typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Exclusive Publication — Articles are accepted for pub 
lication on condition that they are contributed solely to thi 
Journal. Ordinarily contributors will be notified within 6( 
days if a manuscript is accepted for publication. Every effort 
will be made to return’'unused manuscripts. 

7. Reprints will be supplied to the author at printing cost. 


being thorough and complete 


times t 








(The opinions expressed in the original contributions do not 
necessarily express the opinion of the Editorial Board.) 
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reurosis that causes the extraordinary distress, 
it the distress that causes the neurosis. 
A psychoneurosis is not a result of stressful 
rcumstances. The circumstances (injury, treat- 
ent, compensation) provide the conditions in 
hich the individual reacts but not the causes 
his reaction. The normal person reacts nor- 
illy. The psychoneurotic reacts neurotically. 
And the psychoneurosis is not a way of re- 
a ting to a stressful situation. A psychoneurosis 
a reaction to a conflict of interest in a stress- 
| situation. The cause of the neurosis, the 
cessary and sufficient and invariable factor, is 
e conflict of interests. Explicit in the defini- 
ion of neurosis, of course, is that part of the 
mflict (the inadmissible wish or motive) is 
locked from consciousness and is finding dis- 
guised or symbolic expression in the distressing 
ymptoms. W. B. McG. 





CHLORAMPHENICOL 

William Dameshek, in the December 3, 1960 
issue of the J.A.M.A., so clearly again gives us 
a warning on Chloramphenicol. We encourage 





Protection Against Loss Of Income From 
Accident & Sickness As Well As Hospital 
Expense Benefits For You And All Your 
Eligible Dependents. 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book 
sent to you FREE upon request. 
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you to re-read this specific warning as it appears 
on page 1853 pointing out the necessity of limit- 
ing this drug to impelling circumstances, for this 
is not only a potent antibiotic but also an anti- 
metabolite. 


CANCER 


The Fourth National Cancer Conference show- 
ed us that the door is opening, so slightly, in 
the fields of virology, immunology, genetics and 
chemotherapy in the treatment of cancer. As 
much as can be hoped for in these fields, we are 
still failing as a profession to adequately warn 
and protect our patients in areas where knowl- 
edge now seems to be irrefutable. 

The success of the Papanicolaou slide and the 
evidence of the damage of cigarette smoking 
necessitate that we properly advise our patients. 
Every woman over the age of 38 should receive 
yearly vaginal smears and Papanicolaou studies. 
Smoking should be discouraged. 

The statistical evidence is overwhelming, but 
our advice can only be heeded if we follow it 
ourselves. 

JUUUUEUUOUUOULLUA TEER ENOATANUAGUOUOUTAT ATED TGTTTTT ATTA TTTTTTTTTTTTTTTTTTTT | 


For Refreshing Feminine Daintiness 


(FORTIFIED TRIPLE STRENGTH) 


Buffered to control a normal vaginal pH. 
The new, improved P.A.F. formula now in- 
cludes — sodium lauryl sulfate and alkyl aryl 
sulfonate, providing high surface detergent ac- 
tivity in acid and alkaline media. 
P.A.F.’s low surface temsigge increases pene- 
tration into the vaginal riigae and dissolution 
of organisms including trichmonas and fungus. 
P.A.F.’s high surface activity liquifies viscus 
mucus on vaginal mucosa, releasing accumu- 
lated debris in the vaginal tract. 
Non-irritating, non-staining, no offensive after- 
or. 
G. M. Case Laboratories 
San Diego, California 
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TO TREAT 


_ RESPIRATORY 
_ INFECTIONS 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIPEN 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


riacetyloleandomycin 





Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 

Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 





, It’s clear... 











in sinusitis, colds 


and upper respiratory |<: 


oo disorders 


DIMETAPP Extentabs| 


let your patients 
breathe easier! 








In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. Stuffiness, drip 
and other annoying symptoms of congestion are ef- 
fectively relieved with minimum side effects. 


UNSURPASSED RELIEF OF NASAL CONGESTION DIMETAPP Ex- 
tentabs contain an unexcelled antihistamine, Dime- 
tane, which has produced good to excellent results in 
thousands of cases of allergic respiratory disorders.* 
InDIMETAPP Extentabs, the action of Dimetane with 
two outstanding decongestants—phenylephrine and 
phenylpropanolamine—promptly dries secretions and 
reduces edema and congestion in the nose, the 
sinuses, and the upper respiratory tract. 


CLEAR BREATHING FOR 12 HOURS ON 1 TABLET Long-acting 
DIMETAPP Extentabs offer up to 12-hour relief on just 
One tablet. Easier to use than nose drops we: sprays, 


DIMETAPP reaches into areas topical decongestants 
can’t touch—without rebound congestion. 


EXCEPTIONAL FREEDOM FROM SIDE EFFECTS With Dih’* “APP 
Extentabs, there’s little problem of either drowsiness 
or overstimulation. The antihistamine component, 
Dimetane, offers a high percentage of effective reliet 
with only drowsiness as a possible infrequent side 
effect.* Small, fully efficient dosages of deconges- 
tants minimize the danger of overstimulation. 
DIMETAPP Extentabs contain Dimetane® (parabromaylamine [brompheni- 
ramine] maleate) 12 mg., phenylephrine HCI 15 mg., and phenylpropanola- 
mine HCI 15 mg. Dependable Extentabs construction assures relief of 
symptoms for up to 12 hours with 1 tablet. 

Dosage: Adults—1 Extentab q. 8-12 hours. Children over 6—1 Extentab q. 
12 hours. Administer with caution to patients with cardiac or peripheral vas- 
cular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details. Supplied: bottles of 100 and 500. 
*Full bibliography on Dimetane available on request. ace 

A. H. ROBINS CO., INC. Richmond 20, Virginia 

Ethical Pharmaceuticals of Merit Since 1878 





In over five years _ 





Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEpRoTABS* — 400 mg. unmarked, coated tablets; and 
as MEPROsPAN® — 400 mg. and 200 mg. continuous release capsules. 


QW WALLACE LABORATORIES / Cranbury, N. J. 








...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few sidv 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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y|_ stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 


complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.* Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.* 


Composition: Soma (carisoprodol), 200 mg.; 


® 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 





Dosage: | or 2 tablets q.i.d. 





NEW FOR MORE SEVERE PAIN 


soma (jompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires %2 grain. 
Composition: Same as Soma Compound plus “% grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 








*References available on request. 


( WALLACE LABORATORIES ° Cranbury, N. J. 
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In Memoriam 


Myron G. Wright, M.D. 


1893 — 1960 


Myron G. Wright passed away September 13, 
1960. On December 23, 1958 he had an accident 
and suffered a spinal injury. Due to this accident 
he was totally disabled until his death. 


He was born in Morning Sun, Ohio on Janu- 
ary 13, 1893. Father and Mother deceased. 


He began his education in Ohio and com- 
pleted it, along with his medical training, in 
Colorado. 


Sports — played Basketball and Football in 
High School and College. 


He received his degree of Bachelor of Arts at 
the University of Colorado. In 1917, the Uni- 
versity School of Medicine awarded him the 
degree of Do«tor of Medicine. He interned at 
Mercy Hospital. 


In 1917 he was commissioned in the United 
States Navy Medical Corps, with which he 
served through the end of World War I and into 
1920. He was released to inactive status with 
the rank of lieutenant senior grade. Returning 
to Denver in 1920, he served on. the staff of 
the Fitzsimons Veterans Administration Hos- 
pital until the end of 1921. At that time he began 
practice in Denver. 


Myron G. Wright, M.D. 


In 1929, Dr. Wright came to Arizona, and « 
July 1 of that year began practice in Phoen 
On July 8, 1930, he moved to Winslow, wh« 
he spent more than a quarter of a century. | 
built the first hospital in Winslow. In 1945 | 
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uilt The Nancy Wright Clinic and dedicated 
+ to his mother. 


In addition to his private clientele, Dr. Wright 
rved for more than twenty years as County 
hysician and served the Atchinson Topeka and 
inta Fe Railroad as consulting surgeon, in the 
Vinslow Division from 1937 to 1958, the year 
f his accident. He was president of the staff 
the Winslow Memorial Hospital. He was a 
ember of the American Society of Abdom- 
al Surgeons, Arizona Medical Association, 
merican Medical Association, Southwestern 
)bstetrical and Gynecological Society, Ameri- 
un Academy of General Practitioners, and was 
Fellow of the International Society of Medi- 
ne. He was a member of Omega Upsilon Phi 
\edical fraternity. 


He was a member of numerous bodies of the 
lasonic order, including all those of the York 
Kite and El Zaribah Temple, Ancient Arabic 
Order of Nobles of the Mystic Shrine. 


He was active in the Winslow Chamber of 
Commerce and was a lifetime member of the 
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Winslow Lodge, Benevolent and Protective 
Order of Elks. He was also an officer in Charles 
Hathaway Post of the Veterans of Foreign Wars 
and a member of the American Legion. 


He was of the Baptist Faith and voted the 
Republican ticket. 


Dr. Wright was a skilled Physician and Sur- 
geon, and a kind hearted man. He was a friend 
to everybody, regardless of color or creed. 


He put two doctors through Medical School; 
one of those doctors he helped through high 
school and college. There were other doctors 
he helped to get started on their own. Today 
there are people in Winslow who are in busi- 
ness with the help of Dr. Wright. People from 
all the surrounding communities came to him. 
Indians from the Reservations travelled by horse 
and wagon even though they had their own 
doctors and hospital, many preferred to come 
to him. Dr. Wright was kind and understanding 
of them though very few could pay him. These 
Indian people loved the doctor and in their 
own way they tried to show their appreciation. 


NATION’S PHYSICIANS TO GET WEEKLY MEDICAL 
NEWS REVIEW 
OVER REGULAR TV CHANNELS 


A weekly review of medical news for physicians, using regular commercial 
television channels, will go on the air October 30 over a nationwide network, 
it was announced by Medical News Inc. of New York City. 


The fifteen-minute program, “This Week in Medicine,” will be broadcast on 
Sunday afternoons. The selection of the broadcast time was based on preferences 
expressed by physicians in cities where the program was tested with the coopera- 


ation of county medical societies. 
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YOUR PROFESSIONAL 
GROUP ACCIDENT AND 
SICKNESS 

INSURANCE POLICY 


Approved and Recommended by 
Your Insurance Committee and 


Board of Directors 


A Program Designed For 
The Members Of 


THE ARIZONA MEDICAL 
ASSOCIATION, INC. 


By The 


NATIONAL CASUALTY COMPANY 
OF DETROIT 


For Complete Information 
CONTACT 
CHARLES A. DELEEUW 
3424 N. Central Ave. — AMherst 6-2403 


PIMA COUNTY REPRESENTATIVE 


RONALD DEITRICH 
136 North Stone Avenue MAin 3-0583 
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Health Needs 
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Phoenix - Tucson - Scottsdale - Maryvale 
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Doctor’s PEGBOARD RECEIVABLE SYSTEM 
CUTS COSTS BY 50% OR MORE 


(1) Statement —Receipt and/or Statement 
(2) Patient Ledger | 


”\ 
(3) Record of Charges & eer & y 
Receipts Se 


OPERATION OF THE DOCTOR’S PEGBOARD RECEIVABLE 
SYSTEM 


The basis of pegboard accounting is the adaptation of 
proven accounting machine principles to a hand posted 
system or manual system. By setting up the report of 
charges & receipts, patients ledger and statement-receipt 
on the collated writing board, we accomplish the posting 
of all three essential accounts receivable records by simply 
filling out the receipt by the use of one time carbon. The 
system is so easy and trouble free to operate, that the 
receptionist can easily keep her records current and sti! 
maintain her other duties. 








Alpine 8-1609 
3111 N. 29th Avenue 
PHOENIX, ARIZONA 
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TUCSON, ARIZONA 
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Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dual protection. Its four 
permicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
ind fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
f the swift spermicidal action of Lanesta Gel — in 
minutes — a decisive measure in conception control. 

In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobili-ation of spermatozoa in dilution 


Supplied: Lanesta Exquiset® . . . 


ipplicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio. 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


with diaphragm of prescribed size and type; universal introducer; 
anesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


A product 
of Lanteen® 
research. 


Distributed by GEORGE A. BREON & Co., New York 18, N. Y ss 
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Review of the Proposal for 
A New Tuberculosis Sanatorium 


In Tempe 


Dermont W. Melick, M.D. 


Phoenix, Arizona 


On December 18, 1960, there appeared before 
the Board of Directors of the Arizona Medical 
Association, a group of individuals to speak in 
favor of the new tuberculosis hospital, now be- 
ing contemplated for construction at Tempe, 
Arizona. Dr. Derzill Manley, a _ pediatrician, 
presented facts and figures, plus his personal 
opinion and experience, with regards to tuber- 
culosis in children. Dr. Walter Brazie, as chair- 
man of the State Board of Health, presented 
his interpretation of the recommendations as 
he has derived them from Dr. Clarence Salsbury, 
Commissioner of the State Health Department. 
In his presentation he also spoke knowingly from 
an experience of many years as a general prac- 
titioner in the City of Kingman, Arizona. Dr. 
Lloyd K. Swasey, Chief of Staff of the Arizona 
Tuberculosis Sanatorium, outlined in detail the 
thinking and recommendations of those indi- 
viduals who take care of the medical and sur- 
gical needs of the tuberculous patients at the 
Arizona Tuberculosis Sanatorium. 

After the presentations by these individuals a 
question and answer period was carried on at 
some length in order to elaborate on whatever 
may not have been made clear by the presen- 
tation. Thereafter the Board of Directors went 
into closed session for further discussion. A 
vote was then taken and the Board of Directors, 
acting in the name of the members of the Ari- 
zona Medical Association, went on record with 
the following resolution: “That we (the Asso- 


ciation) go on record approving the building of 
a new tuberculosis hospital or hospitals; and 
that we instruct our Legislative Committee to 
make it a very high priority health program in 
the next year.” 

This paper is to inform the membership of 
the Arizona Medical Association about the fore- 
going action. Also, it is an appeal to the phy- 
sicians and surgeons of the State of Arizona to 
back up the action of the Board of Directors of 
The Arizona Medical Association in the fullest 
meaning of the word. There may be questions 
which will arise in the minds of the member- 
ship of this association with regards to the 
proposed new tuberculosis hospital. What | 
have to relate to you hereafter, may resolve 
some of them. I also expect some consternation 
in the minds of some of my good colleagues. 

If you will recall the year 1949, you ma 
remember that the House of Representatives 
and the Arizona State Senate passed a bill ai- 
locating $750,000.00 for construction of a Tuber- 
culosis Sanatorium at Tempe. You may also 
recall that the bill was vetoed by the then in- 
cumbent Governor, (may his conscience rest in 
peace). It was stated at that time that tlhe 
tuberculosis problem in Arizona would never |< 
solved by legislation because of the inability ‘o 
resolve differences of opinion, friction between 
doctors, and an incompatability of the interpre- 
tation of the statistics originating in the State 
Health Department. There seemed to be radi. - 
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ally divergent opinions between members of 
our own profession. This is to say nothing 
about individuals on the outside of the profes- 
sion who seemed to know more about public 
health and tuberculosis than any expert then 
extant. It was stated that the tuberculosis prob- 
lem would be solved by evolution alone. I 
vould submit to you that in the interim of 
eleven years this evolution has taken place. 
We have now graduated to the proving ground 
and confidently expect to demonstrate that legis- 
lation and evolution are now compatible. We 
can solve our tuberculosis problem if we will 
dedicate ourselves and put forth a combined 


eilort behind a big push. 


The tuberculosis problem is with us. It will 
remain with us until we, as an association, and 
each one of us as individuals, make up our 
collective and individual minds to solve it to the 
best of our abilities. At this particular writing 
the legislature of the State of Arizona is in a 
receptive mood to listen to individuals of good 
conscience and straightforward honesty. If 
these individuals are forthcoming, cooperation 
by the legislature can be expected. To be able 
to present this attitude in a deliberate and in- 
controvertible manner means that the members 
of the Arizona Medical Association must have 
facts in hand. They must be willing to stand up 
and be counted. The members of our legisla- 
ture are good men and women; honest, con- 
scientious; and hardworking. What we say to 
them must be said with conviction, cohesive- 
ness, and dedication of purpose. 


If we as physicians and surgeons are to carry 
out our reputed aim in life then tuberculosis in 
the State of Arizona offers us one of our bright- 
est and greatest opportunities. 


[ have not spoken here in specifics but I would 
now like to plunge you to the center of the 
problem by stating that the one over-all best 
solution of the tuberculosis problem would be a 
new two hundred bed sanatorium. The esti- 
mated total cost of this new facility would be 
$3,229,480.00. I am sure that your reaction at 
this juncture is exactly like mine. When I read 
this figure my reaction was a double take and 
a retreat in. defeat. Any exclamations you may 
make will not have been any louder than those 
that I made.. Keep in mind however that there 
has been allocated Federal Funds amounting 
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to $500,000.00. The Legislature has already ap- 
propriated $50,000.00 as a “declaration of in- 
tent.” If the State of Arizona is to take advan- 
tage of the Federal allocation the legislature 
must, in a minimum effort, place $500,000.00 
“on the line” in addition to the $50,000.00 it has 
already appropriated. This would find the total 
cost estimate for the sanatorium to still be short 
by $2,179,480.00. This is a tremendous sum of 
money. You and I know the legislature has other 
responsibilities to other institutions in this State. 
We as physicians can expect to be asked HOW 
BIG is the tuberculosis problem and what do 
we advocate as the BEST SOLUTION within 
keeping of the legislative responsibilities regard- 
ing the distribution of the tax dollar??? When 
this question comes up you and I must get down 
to basic specifics. We must labor in the frame- 
work between the most practical and economical 
best solution, in contradistinction to what might 
be termed the ideal solution at the “pinnacle of 
hopefulness.” Basically, the evidence is incon- 
trovertible that the present tuberculosis sana- 
torium is a decrepit, motheaten, decaying old 
structure which at its honorable best only is a 
glorified fire trap. It must be replaced. I think 
it is safe to say that legislators who have made 
personal visits to the sanatorium will agree with 
this statement 100%. If this is a basic agree- 
ment among the majority of the members of the 
Legislature then it is up to the physicians and 
surgeons to justify how many beds the sana- 
torium should have. It is the combined think- 
ing of a number of well informed individuals 
that I now pass along to you. The basic, bone- 
bare requirements for a new tuberculosis hos- 
pital is 120 beds. This for adults alone. Dr. 
Derrill Manley presented statistics to prove be- 
yond a shadow of a doubt that childhood tuber- 
bulosis represents a stinking cesspool which can 
only be eradicated by providing an additional 
forty beds. To those who would now retreat 
into the time-worn cave of “lies, damn lies and 
statistics” I submit a word of warning. Remem- 
ber that to dispute certain statistics would be 
to controvert the recorded fact of your own 
paternity. If anyone would really like to go to 
bat about statistics please remember all of ..1s 
for years have leaned heavily on this science. 
See editorial in Science for December 1960 
“The Unwarranted Disparagement of Statistics”. 
Dr. Manley is willing to stand up and fight for 
his statistics. Beware of the idle. remark .that 
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destroys by innuendo.!!! 


We could stop here’ and declare to one and 
all that this marks the final conclusion and draw 
a line of no retreat. We could state that our 
tuberculosis problem can be solved adequately 
and forever by importuning the Legislature to 
build these 160 beds for the care of tuberculosis 
in adults and children. It might actually be 
well for us to rest on our oars and hope the 
Legislature would accede to our opinions and 
conclusions. In your own mind you can ar- 
rive at some figure less than $3,000,000.00, and 
surely more than $1,000,000.00, in order to get 
the job done. HOWEVER — 


You will recall that earlier in this dissertation 
I stated that for the over-all best solution it 
might be wise for us to build a 200 bed hospital. 
Let me go into the thinking behind this state- 
ment. This concerns a service that would be of 
great advantage to all of the doctors in the State. 
I am stating it now for your consideration and 
digestion. As you know (I hope!) the State Tu- 
berculosis Sanatorium at Tempe has a “screen- 
ing board.” This screening board has the re- 
sponsibility of reviewing all applications and 
determining whether or not the individual shall 
be admitted or rejected. You may be surprised 
to know this screening board has been belabored 
by some individuals throughout the State as 
arbitrary, dictatorial, and uncooperative. When 
in the general practice of medicine in Williams, 
Arizona, in 1938, I had the exact same opinion. 
I so expressed myself. I found it impossible 
to get the screening board to accept a patient 
with far advanced pulmonary tuberculosis. He 
was living in a hovel with ten other members 
of his family among which were five small chil- 
dren. It seemed a tragedy to me and a derelic- 
tion of responsibility of the screening board for 
him to be excluded from the very place where 
the public health authorities had led me to be- 
lieve that tuberculous patients were cared for. 
And there was certainly no place in Williams, 
Arizona, for the care of an acute active case 
of tuberculosis. The tragedy continued as you 
might have surmised. This man, at my direction, 
went through the motions of isolation from his 
family. Just how do you isolate one man in 
a two room shack wherein reside ten other 
people?? I rest my case. The screening board 
received the brunt of my irate dissatisfaction. 
I am now on the receiving end as a member 


ARIZONA MEDICINE 


February, 19¢ 


of this screening board. As usual there are tw 
sides to this story. The screening board h: 
often refused cases classified as “not treatable 
The individual physician in the outlying con 
munity does not look with favor on such refusa 
The greater number of communities obvious! 
cannot afford, and therefore do not have, an 
way of caring for an active case of pulmona: 
tuberculosis. The problem is nevertheless tosse 
back into the lap of the local physician. H 
thereafter looks with a jaundiced eye not on! 
upon the screening board but specifically o 
the State Health Department. The screenin 
board has had to refuse some cases because tl 
diagnosis is not obvious. The local physician 
may make a presumptive diagnosis but th 
screening board needs a proven positive dia; 
nosis. In this particular instance the local phy 
sician is again rebuffed. His blood pressure 


rises high and his coronaries receive anothe: 


insult. And all of it is so unnecessary! He has 
less justification for dissatisfaction than the doc- 
tor in the first instance but both have legiti- 
mate gripes. Furthermore the screening board 
has in more than one instance experienced the 
uncomfortable sensation of political pressure. A 
physician (or some of his well intentioned com- 
munity leaders) will come upon a patient that 
he (or they) decide must be hospitalized, screen- 
ing board or no. A request for intercession is 
made to the Governor. The good Governor 
responds and arranges to have the patient hos- 
pitalized at the sanatorium. The patient arrives 
on the doorstep of the sanatorium and is tossed 
gently but firmly upon the desk of the adminis- 
trator. This political gambit may result in the 
doctor being satisfied, the community leaders 
being satisfied and the Governor being satisfied. 
It certainly creates one big mess, to put it mild- 
ly. We have found this political deliverance 
of the patient often compounded by other con- 
siderations. The patient may not have tubs 

culosis! We then sit with a patient who is not 
only a political hot potato but he is also run- 
ning the risk of contracting tuberculosis. One 
begins to wonder what legal responsibilities t!.e 
sanatorium has in a case like this should tle 
patient make claim against the state for inf« 

tion with tuberculosis. This problem fortunate’ y 
does not show up too often. It has happene 

however. I see no reason why it should not ha))- 
pen again in the future human nature bei: 
what it is. It does point up the need for be: s 
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in some state institution (and we are proposing 
hat it be an adjunct to the tuberculosis hos- 
tal) in order to provide diagnostic services 
the physicians and surgeons of the State. This 
ould give the physicians a service they can and 
ould have. If we are of a mind to accept 
is then we can quite readily justify another 
venty beds. Our estimate on bed capacity has 
w reached 180. 
Now for the final twenty beds in order to reach 
» “pinnacle of hopefulness,” ie. 200 beds. In 
i.e past year you have read and heard a good 
leal of shooting about the responsibility of the 
physicians and the governmental powers that be, 
either local or federal, to our senior citizens. 
I can assure you that no one of us, or for that 
matter, any one group of experts, comes for- 
ward as a final authority in geriatrics. We can- 
not pinpoint what we should be doing about it 
from either an acute or chronic care standpoint. 
I do believe however, that it is obvious to any 
thinking individual that we are faced with a 
responsibility to our elderly people. It is high 


time we started doing something about it. As 
far as “doing something” in this particular in- 


stance is concerned it has been suggested that 
twenty beds specifically reserved for acute medi- 
cal and surgical ger*strics would be a miaimal 
need for the State of Arizona. 

In conclusion therefore, the “pinnacle of hope- 
fulness” ideal for the new sanatorium at Tempe 
is as follows: 

120 beds for adult tuberculosis 

40 beds for childhood tuberculosis 

20 beds for diagnostic services for the phy- 

sicians in the outlying areas of Arizona 

20 beds for geriatrics (acute medical and 

surgical problems of the aged) 

Whether or not the legislature will look with 
favor on the suggestion for a 200 bed hospital 
remains for them to decide and for us to guide 
them. I would call to your attention that within 
the framework of this two-hundred bed estimate 
there is a good deal of room for manoeuvring of 
a kind that will allow us to do something of 
a constructive nature in the eradication of tuber- 
culosis from the State of Arizona. We may be 
presented with the first real, solid opportunity 
to be of service to the people of our state. We 
can and should do it within the ability of the 
State of Arizona to carry the financial burden. 
Ii we recognize this and the Legislature recog- 
nizes this, how can we fail???? 
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RESOLUTION — PIMA COUNTY 
MEDICAL SOCIETY* 


A resolution from the Pima County Medical 
Society for consideration of the Board of Direc- 
tors of the Arizona Medical Association and its 
Committee on Legislation in an effort to clarify 
the tuberculosis problem in the state of Arizona: 


Whereas we recognize the fact that tubercu- 
losis is one of the major medical problems and 
that every effort should be made to control and 
eradicate the disease, and 

Whereas we believe the problem should be 
taken care of in each county as far as possible. 
This would apply particularly to the larger 
counties where adequate facilities for diagnosis 
and care of tuberculosis patients have been or 
should be developed. Pima County has excess 
beds for adults and excess beds for children and 
will not need, as in the past, any help from the 
State Sanatorium. We Maricopa 
County is planning to build a new county hos- 
pital which will probably provide 200 beds for 
tuberculosis patients. This will be accomplished 
and in use before a new state facility will be 
ready. It is hoped at that time Maricopa County 
will be able to care for its tuberculosis patients 
on a county basis. Among the smaller counties 
Gila, Yavapai, Pinal and Cochise provide suitable 
beds for the care of tuberculosis. This would 
leave eight of the smaller counties which do not 
have provision for care of tuberculosis patients 
and where there is need for a state facility, and 


understand 


Whereas we do not feel that an emergency 
exists in the matter of constructing a new state 
tuberculosis sanitorium, and 

Whereas the Board of Regents have a study 
in process at the present time which will un- 
doubtedly find that a medical school should be 
established in Arizona and the site for such 
determined. A university medical school hospital 
would be established undoubtedly including an 
isolation wing with possibly fifty beds, which 
would take care of the tuberculosis problem for 
the smaller counties and even for some of the 
larger counties, and 


Whereas between the present time and the 
development of such a university hospital isola- 
tion unit the present hospital at Tempe can 
well serve as it has during the last thirty years. 


*Passed unanimously, regular monthly meeting, Jan. 10, 1961. 
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care of all the patients, certainly beds may be 
found in other areas; the State Hospital for the 
Insane has 50 beds for tuberculosis, Pima County 
and other counties could help during the in- 
terim, and 

Whereas we feel definitely that a large sum 
of state money should not be spent at the present 
time. Although it is an estimated project of 
$3,000,000 it would probably come nearer 
$4,000,000-$5,000,000. This money would be 
sorely needed for the development of a new 
medical school. An isolation unit in the university 
medical school hospital could certainly use the 
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ancillary services and reduce the cost marked!y 
in construction of such a unit, 

Therefore, be it resolved that nothing be done 
toward building a new state facility for tubercu- 
losis until the report of the medical study group 
is made on the establishment of a universi 
medical school in which an isolation wing wii) 
beds for tuberculosis could be included with «|! 
the ancillary services provided by the university 
medical hospital with a great saving of money 
to the taxpayers of the State of Arizona. 

Be it further resolved that an emergency does 
not exist in the matter of constructing a new 
state tuberculosis sanatorium. 








ARTIFICIAL INSEMINATION 





“The Roman Catholic Church is against it. The two other major faiths are 
for it. Organized medicine is officially noncommital. And the law just is not 


there.” 





HILLCREST MEDICAL CENTER, INC. 
Established 1921 
@ Acute or Chronic 


@ General Medical @ Orthopedic 


@ Post-Operative @ Geriatric @ Convalescent 


@ Non-Sectarian @ Medical Doctor of your choice 


LISTED by American Hospital Association 
24 Hr. Professional Nursing — R.N.’s on all shifts. 


Phones: MA 4-1562 — MA 3-1391 


1501 N. 3rd Ave. Tucson, Arizona 


Alberta M. Lovett, President 
Charles H. Schmid, Treasurer 


Katharine C. Schmid, Director, Admission-Patient Services 


(Medicolegal Digest ) 





DISTRICT NO. 1 


ARIZONA STATE NURSES 
ASS'N. 


MRS. MARJORIE E. KASUN, R.N. 


Registrar 


Nurses’ Professional Registry 


703 Professional Bldg. — Phoenix — AL 4-415 





BUTLERS REST HOME 
® Bed Patients and Chronics 


®@ Television @ 24 Hour Nursing Care 


@ Excellent Food @ State Licensed 


802 N. 7th St. 


Phoenix, Arizona 
Telephone AL 3-2592 


DOCTORS’ CENTRAL DIRECTORY 


Helen M. Barrasso, R.N., Director 
For Emergencies or in Absence of Your Doctor 
CALL EA 5-1551 
At Your Service 24 Hours Daily 





| 3029 E. 2nd St. 
| “Eastablished 1932” 


Tucson, Arizona 
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letrex-a 


TETRACYCLINE PHOSPHATE COMPLEX WITH PHENYLTOLOXAMINE AND APC 


Only a single prescription provides: 


I} +» symptomatic relief of aches, pains, 
fever, coryza and rhinorrhea associated 
with upper respiratory infections 


« effective antibiotic action against 
secondary infections caused 
by tetracycline-sensitive pathogens 


Each 
TETREX-APC with BRISTAMIN 
Capsule contains: 
NTIBIOTIC 
TREX (tetracycline phosphate complex 
uivalent to tetracycline HC}).... 
NALGESIC — ANTIPYRETIC 
spirin .150 mg. 
*henacetin 
Caffeine 30 mg. 
NTIHISTAMINIC 
tISTAMIN (phenyltoloxamine citrate) 
age: Adults: 2 capsules 3 or 4 times a day for 3 to 5 
days. 
Children: 6 to 12 yrs.: One-half the adult dose. 
plied: Bottles of 24 and 100 capsules. 


125 mg. 


with Bristamin® 


According to a report by the Council on Drugs 

of the American Medical Association,* 

antibiotics may be administered for prophylaxis 
against secondary bacterial invaders in the 
following types of patients with influenza: 
pregnant women; debilitated infants ; 

older individuals; patients being treated for other 
bacterial infections with chemotherapeutic 
agents, and patients with chronic, nonallergic 
respiratory disease. 


*Council on Drugs, J.A.M.A. 165:58 (Sept. 7) 1957. 


BRISTOL LABORATORIES /7 


Div. of Bristol-Myers Co. 


SYRACUSE, NEW YORK 


BRISTOL 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through “‘smoothage’’ in all types of constipation. 


Metamucil 


brand of psyllium hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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Future Medical Meetings 


The Arizona Medical Association 
70th Annual Meeting 


7OTH ANNUAL MEETING 
April 25 through 29, 1961 
Safari Hotel — Scottsdale, Arizona 


The faculty for our 1961 Scientific Session, 
to be held April 27, 28, and 29, 1961, is: 
Dr. Herb Abrams, Associate Professor of Radiol- 
ogy, Stanford University School of Medicine 
Dr. Evans Calkins, Chief of the Arthritis Study 
Unit, Harvard Medical School 


Dr. Alfred M. Steinman, Director of Scientific 
Research, G. D. Searle & Co. 
Dr. Mahlon Delp, Chairman of Medicine, Uni- 
versity of Kansas Medical Center 
Dr. H. Corwin Hinshaw, Clinical Professor of 
Medicine, Stanford University School of Medi- 
cine 
Dr. Robert T. Manning, Associate in Medicine, 
University of Kansas Medical Center 
Dr. J. H. Mulholland, Professor of Surgery, New 
York University School of Medicine 
Dr. John W. Rebuck, Physician in Charge, De- 
partment of Hematology, Henry Ford Hospi- 
tal 
Leslie B. Smith, M.D. 
President-Elect & Chairman 
Scientific Assembly 
Arizona Medical Association, Inc. 


7:45 A.M. 


9:30 A.M. 
10:30 A.M. 


10:30 A.M. 


PROGRAM 
Thursday, April 27, 1961 


Breakfast: Panel Discussion — Re- 
cent Advances in Steroid Actions 
and Uses. 

Dr. Harry Thompson—Moderator 
Dr. Robert T. Manning—Panelist 
Dr. Alfred M. Steinman—Panelist 
Dr. Evan Calkins—Panelist 

Dr. John W. Rebuck—Panelist 
Dr. Sharrel K. Conner—Panelist 


Intermission — Visit Exhibits. 


Lung Cancer: A Challenge to the 
Medical Profession, Dr. H. Corwin 
Hinshaw, University of California 
School of Medicine, San Francisco, 
California. 


Opening Session. 
Call to Order — Dr. Lindsay Bea- 
ton, Tucson, Arizona. 


Invocation 

Rev. Herbert P. Landes 
Valley Presbyterian Church 
Scottsdale, Arizona 


Memorial Service 
Rev. Herbert P. Landes 


Welcome 


Maricopa County Medical Society 
Dr. Robert A. Price, President 





A.M. 
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Response 

President of Pima County Medical 
Society 

Introduction of the Incoming Pres- 
ident — Dr. Lindsay Beaton 
Presidential Remarks 

Dr. Leslie B. Smith 


Presentation of Distinguished 
Guests 

Physical Diagnosis in Cirrhosis of 
the Liver, Dr. Mahlon Delp, Uni- 
versity of Kansas Medical Center, 
Kansas City, Kansas. 
Management of Hepatic Coma, Dr. 
Robert T. Manning, University of 
Kansas Medical Center, Kansas 
City, Kansas. 


Intermission — Visit Exhibits 


Surgery of the Liver. Dr. John H. 
Mullholland, New York University 
College of Medicine, New York, 
New York. 


Luncheons 


PROCRAM 


FRIDAY, APRIL 28, 1961 


Breakfast: Panel Discussion — 


Edema and Ascites. 

Dr. Mahlon Delp — Moderator 
Dr. H. Corwin Hinshaw — Panelist 
Dr. Herbert L. Abrams — Panelist 
Dr. John H. Mulholland — Panelist 
Dr. Robert T. Manning — Panelist 
Dr. Alfred M. Steinman — Panelist 


Intermission — Visit Exhibits. 


Applications of Thoracic Aortog- 
raphy, Dr. Herbert L. Abrams, 
Stanford University School of Med- 
icine, Palo Alto, California. 


Current Research in the Connec- 
tive Tissue Diseases, Dr. Evan Cal- 
kins, Massachusetts General Hos- 
pital, Boston, Massachusetts. 
Serum Enzyme; Use and Abuse in 
Clinical Medicine, Dr. Robert T. 
Manning, University of Kansas 
Medical Center, Kansas City, Kan- 
sas. 


11:00 A.M. 
11:15 A.M. 


11:45 A.M. 
12:15 P.M. 
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Intermission — Visit Exhibits. 


A New Qualitative Leukocytic Ds 
fect in Ulcerative Colitis, Dr. Joh 
W. Rebuck, Department of Labora 
tories, Henry Ford Hospital, Ds 
troit, Michigan. 


Annual Award Paper 


Mechanism of Action and Use « 
Aldosterone-blocking Steroids i: 
Edema, Dr. Alfred M. Steinman 
G. D. Searle & Co., Chicago, I! 
linois. 


Luncheons 


PROGRAM 


SATURDAY, APRIL 29, 1961 


9:00 A.M. 


9:30 A.M. 


10:00 A.M. 


10:30 A.M. 


11:00 A.M. 
11:15 A.M. 


11:45 A.M. 


Combined Diuretic Therapy with 
Steroids in Resistant Patients, Dr 
Alfred M. Steinman, G. D. Searle & 
Co., Chicago, Illinois. 


Amyloidosis. A Search for the An 
swer by Chemical, Pathologic, Im- 
munologic, Clinical and Geogra 
phic. Dr. Evan Calkins, Massachu 
setts General Hospital, Boston 
Mass. 


New Ultrastructural Diseases o! 
Platelets as a Common Cause of 
Abnormal Bleeding, Dr. John W 
Rebuck, Department of Laborator 
ies, Henry Ford Hospital, Detroit 
Michigan. 


Roentgen Aspects of Pulmonary 
Hypertension and Increased Pu! 
monary Flow of Blood, Dr. Herbe: 
T. Abrams, Stanford Universit 
School of Medicine, Palo Alt 
California. 

Visit Exhibits 

Management of the Patient wit 
Emphysema, Dr. H. Corwin Hii 
shaw, Stanford University Scho 
of Medicine, San Francisco, Cal! 
fornia. 

Surgery of the Elderly, Dr. Jol 
H. Mulholland, New York Unive 
sity College of Medicine, Ne 
York, New York. 
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2:15 P.M. Luncheon 


1:00 P.M. Golf Tournament — Prizes to be 
awarded at the 19th hole, following 


completion of the tournament. 


LUNCHEONS 


Arizona Arthritis and Rheumatism Assoc. — 
Or. Evan Calkins, Massachusetts General Hos- 
ital, Boston, Mass. Question and Answer Per- 
id on Arthritis in Connective Tissue Disease. 


Moderator — Dr. Donald F. Hill, Tucson, Ari- 
ona. 


Arizona Chapter of The American College of 
Surgeons — Dr. David C. James, Chairman, Dr. 
john H. Mulholland, New York University Col- 
lege of Medicine. 


Arizona Chapter of The American College of 
Chest Physicians — Dr. Andre J. Bruwer, Tuc- 


son, Arizona, Chairman. Bronchoscopy and 
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Bronchography in Diagnosis of Pulmonary Dis- 
eases. Dr. H. Corwin Hinshaw, Stanford Uni- 
versity School of Medicine, San Francisco, Cali- 
fornia. Radiologic Aspects of Operable Heart 
Disease. Dr. Herbert T. Abrams, Stanford Uni- 
versity School of Medicine, Palo Alto, California. 


Arizona Society of Pediatricians — Dr. Hugh 
C. Thompson, Tucson, Arizona, Chairman. In- 
born Erros of Metabolism. Dr. Robert T. Mann- 
ing, University of Kansas Medical Center, Kan- 
sas City, Kansas. 


Arizona Society of Pathologists — Dr. James 
D. Barger, Phoenix, Arizona, Chairman. Effects 
of ATCH and Cortisone in Leukocytic Defenses. 
Dr. John W. Rebuck, Department of Laborator- 
ies, Henry Ford Hospital, Detroit, Michigan. 


Section of Medicine — Dr. William J. Dunn, 
Phoenix, Arizona, Chairman. Physical Diagnos- 
tic Vignettes. Dr. Mahlon Delp, University of 
Kansas Medical Center, Kansas City, Kansas. 





HENNE 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 





WAYLAND 


PRESCRIPTION PHARMACIES 


TWO CONVENIENT LOCATIONS 
NORTH CENTRAL MEDICAL BLDG. 
2021 N. Central 
And 


PROFESSIONAL BUILDING 
13 E. Monroe 


Phoenix, Arizona 


FREE DELIVERY 
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Isuprel hoa Elixir permits easy breathing, pire 
spasm, promotes expectoration and reduces gegen 
ing allergic or bronchitic cough. 


Isuprel Compound Elixir is a balanced expectorant bre 

It provides three bronchodilators, Isuprel, ephedrine and 1 he 
line, with the expectorant potassium iodide in one palatable mix 
It also contains Luminal® to negate any possible side awe 
the adrenergic medication and to provide a mild sedati 
Isuprel Compound Elixir makes patients more serene by pr pr 

or alleviating symptoms ind prolonging relief, 

isuprel Compound Elixir 

its pleasant taste willbe 





When 
severe pain accompanies 
skeletal muscle spasm 
sase both 


196 


Rosaxtn® with Aspirin 

A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 


Each RosBaxISsAL Tablet contains: 
RosaAxin (methocarbamol Robins) 400mg. Acetylsalicylic acid (5 gr.) 
U.S. Pat. No. 2770649 

Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 

Each RospaxisaL-PH Tablet contains: 

Rosaxin (methocarbamol Robins) 400 mg. Acetylsalicylic acid 

Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (% zr.) 8.1 mg. 

Supply: Bottles of 100 and 500 green-and-white laminated tablets. 


Making today’s medicines with integrity ...seeking tomorrow's with persistence. 
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The cigarette that made the Filter Famous! 














saiedeeinetasnitieentineeenitiniieemee. 


-— KING SIZE = 








a 





It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And,no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor .. . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


©1961 P. LORILLARD CO 


A PRODUCT OF P. LORILLARD COMPANY : FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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66 Dietitians sometimes become 

so concerned with the calorie, 

vitamin and mineral aspects of food 
that they lose sight of the 
psychological effect of food on the 
patient. He needs food to help him 

get well, but it must be food to 
intrigue his interest and appetite. 99" 


In the dull and often unappealing dietary regimen of many patients, a glass of 
wine frequently provides a touch of interest and “elegance” —a psychological 
boost of inestimable value. 

Moreover, wine can be used in cooking to add zest, sparkle, subtle flavor and 
appetite-appeal to soups, sauces, chicken, meat, fish, eggs and desserts. 


By stimulating appetite, supplying quick energy source, relaxing tensions and 
increasing morale, the prudent use of wine has been described as balm for the 


convalescent and “milk” for the aged. 
For a scientific discussion of the modern Rx uses for wine in convalescence, cardiology, urology, 
geriatrics, write for “‘Uses of Wine in Medical Practice," Wine Advisory Board, 717 Market Street, 


San Francisco 3, California. 


*Floore, F. B.: Wine is Fine for Hospital Cookery, Mod. Hosp. 94:134 (June) 1960. 
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Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy...as judged both by subjective 
reports and by reduced nitroglycerin requirements.* 
CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


CARTRAX 


t ®@tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 
PET & +ATARA tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
: times daily. For dosage flexibility, CARTRAX “20” 
(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet : 
three to four times a day. The tablets should be administered before meals for optimal ew york 17. N. Y 
response. For convenience, write “CARTRAX 10” or “CARTRAX 20.” As with all nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science for the World’s Well-Being™ 


T pentaerythritol tetranitrate Tf brand of hydroxyzine 
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Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


DELALU'TIN 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Denver, Colo. 


Lincolnwood, Ill. 
Skokie, Ill. 


> <P 
° fs 
Me ‘ josie le « 
Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N. Y. Norwich, Vt. 


DELALUTIN offers these advantages over other progestational agents 
¢ long-acting sustained therapy * more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses * fewer injections required * low viscosity makes administration easy 

Complete information on administration and dosage is supplied in the package insert 


Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil. 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone ¢ *proate 
in castor oil, preserved with benzyl alcohol. 


SQUIBB ‘ Hef) Squibb Quality — The Priceless Ingredient 


‘pecacutin'® 1S A SQUIBB TRADEMARK 
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THE DIAGNOSTIC LABORATORY 


Complete Medical Laboratory Service, X-Ray Diagnosis 
Radiation Therapy, Radioactive Isotopes 


DEPARTMENT OF PATHOLOGY 
MAURICE ROSENTHAL, M.D 
GEORGE SCHARF, M.D 

MOUR B. SILVERMAN, M.D. 


Diplomat Ss of the Ame rican Boards of P (TH ( Le OG and RADI¢ LC Tes 4 
1130 E. McDowell Rd. e atel-lalb oar 4elar-} 
Phone AL 8-160) 


1 
Information, Price Lists and Mailing Container 





Wedical Center X-Ray and Clinical Laboratory 


1313 North 2nd Street 
Phoenix, Arizona 
Phone ALpine 8-3484 


AN 


Professional X-Ray and Clinical Laboratory 


510 Professional Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 


DIAGNOSTIC X-RAY X-RAY THERAPY 
RADIUM THERAPY 
CLINICAL PATHOLOGY TISSUE PATHOLOGY 
ELECTROCARDIOGRAPHY BASAL METABOLISM 


R. Lee Foster, M.D., F.A.C.R., F.A.C.P., Director 


Martin L. List, M.D., Radiologist George A. Gentner, M.D., Radiologis 
Diplomates of American Board of Radiology 


Lorel A. Stapley, M.D., Consultant Pathologist 
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patient 
unhappily 
overweight? 


* 





minimize care and eliminate despair with 


‘METHEDRINE | 


brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.'"' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


B® BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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LABORATORIES ) 


RADIOLOGY 
James R. Matheson, M.D. Frank S. Tolone, M.D) 


Diplomate 


heh eam 


Douglas D. Gain, M.D. John W. Kennedy, M.D. 
Diplomate Diplomate 


Diplomate 
American Board of American Board of American Board of American Board of 
Radiology LE Telfol fore hy 


ALpine 3-4131 


NORTH CENTRAL MEDICAL 
LABORATORY 


2021 North Central Avenue ® Phoenix, Arizona 


Radiology Ut Te lTel lore hy 


RSP ee Bo apt SIC. 


COMPLETE RADIOLOGICAL AND PATHOLOGICAL SERVICES 


PATHOLOGY 


AL 2-4993 
George Scharf, M.D. Seymour B. Silverman, M.D. 


Diplomate 
American Board of American Board of 


American Board of 
Pathology Pathology 


Maurice Rosenthal, M.D. 


Diplomate Diplomate 


Your Prescription Store 
DIERDORF PHARMACY 
Phone BR 5-5212 


2315 N. 24th St. 
Milburn F. Dierdorf 


Phoenix, Arizona 


REE DELIVERY Gr Scottsdale call 


wTY! 17. Lute’s Scottsdale Pharmacy 
For 
PRESCRIPTIONS 
WH 5-8420 — WH 5-8429 
Next to the Ist National Bank 











SRUTWA PHARMACY SCOTTSDALE MEDICA‘ 

a ee 4234 E. Indian School Road a 
PHOENIX, ARIZONA . Stetson Drive 

— Phone CRestwood 7-7605 are a 


N ALES ARI ° ~ 
oe RIZONA P. C. Srutwa, R. Ph. G. Cas. H. Srutwa, B. Sc. 
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7 PHYSICIANS’ DIRECTORY 


EYE, EAR, NOSE and THROAT 





E. A. GATTERDAM, M.D. 


American College of Allergists 
Academy of Allergy 
American College of Chest Physicians 
15 E. Monroe St., Professional Building 


Office Hours: 11 A.M. to 5 P.M. 
Phoenix, Arizona 





DANIEL H. GOODMAN, M.D., F.A.C.P. 


Diplomate American Board of Internal Medicine 
American College of Allergists 


American Academy of Allergy 


31 W. Camelback Road 


Phoenix, Arizona 


CR 7-3337 





HOWARD M. PURCELL, JR., M.D. 


American Board of Pediatrics 
American Academy of Pediatrics 
American College of Allergists 
ALLERGY OF CHILDREN 


322 W. McDowell Rd. PHOENIX, ARIZONA 





DERMATOLOGY 





GEORGE K. ROGERS, M.D. 
DERMATOLOGY 
Diplomate of American Board of 


Dermatology and Syphilology 


Phone Alpine 3-5264 


105 W. McDowell Road Phoenix, Arizona 





WILLIAM SNYDER, M.D. 


Diplomate of the American Board of Dermatology 
Diseases of the Skin 
Skin Cancer — Cutaneous Allergy 


2021 N. Central Ave. — Alpine 3-8383 
PHOENIX, ARIZONA 


JOHN J. McLOONE, M.D. 
F.A.C.S. F.1.C.S. 
Diplomate American Board of Otolaryngology 
Park Central Medical Building 
550 W. Thomas Rd. — 124-Patio C 
Telephone CRestwood 4-3511 
Phoenix, Arizona 





GYNECOLOGY & ENDOCRI NOLOGY 








JOSEPH B. RADDIN, M.D. 


Practice limited to 
MEDICAL GYNECOLOGY & ENDOCRINOLOGY 


706 Professional Building 
15. E. Monroe — Phoenix, Arizona 
Phone Alpine 2-3577 





MALIGNANT DISEASE 





JAMES M. OVENS, M.D. 
F.A.C.S -F.L.C.S. 
Diplomate American Board of Surgery 
Cancer and Tumor Surgery 
X-ray and Radium Therapy 
608 Professional Bldg. Phone Alpine 8-8074 


Phoenix, Arizona 





A. L. LINDBERG, M.D. 
JOHN W. VOSSKUHLER, M.D. 


Neoplastic Diseases 
Tucson Tumor Clinic 

721 N. 4th Ave., Tucson, Arizona 
Phone MAin 3-2531 





ORTHOPEDIC SURGERY 








THE ORTHOPEDIC CLINIC 
ORTHOPEDIC SURGERY 
W. A. Bishop, Jr., M.D. — Alvin L. Swenson, M.D. 
Ray Fife, M.D. — Sidney L. Stovall, M.D. 
T. H. Taber, Jr., M.D. 


Fellows of the American College of Surgeons 
Diplomates of the American Board of Orthopedic Surgery 


2620 N. 3rd St. — Phoenix, Arizona — CR 7-6211 
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Plastic and Reconstructive Surgery RADIOLOGY 
CLARE W. JOHNSON, M.D., F.A.C.S., F.1.C.S 


Diplomate of the 
American Board of Plastic Surgery 





R. LEE FOSTER, M.D., F.A.C.R., F.A.C.P. 
MARTIN L. LIST, M.D., GEORGE A. GENTNER, M.D 


Diplomates of American Board of Radiology 


Park Central North — 461 W. Catalina Dr. Diagnostic Roentgenology, X-Ray and Radium Therapy 


Phone CR 4-5713 — Phoenix, Arizona 


510 Professional Bldg. 1313 N. Second St. 
Phone Alpine 3-4105 Phone Alpine 8-3484 


PROCTO LOGY Phoenix, Arizona 











WALLACE M. MEYER, M.D. 
semeennnaie MARCY L. SUSSMAN, M.D., F.A.C.R. 


Diplomate of American Board of Radiology 
Park Central Medical Bldg. 
. a E. LAWRENCE GANTER, M.D. 

Phone CR 4-5632 Diplomate of American Board of Radiology 
DIAGNOSTIC RADIOLOGY 
THERAPEUTIC RADIOLOGY 
Phoenix, Arizona RADIOISOTOPES 

1130 E. McDowell Rr. 

Telephone Alpine 8-1601 Phoenix, Arizona 


550 W. Thomas Road — 216 Patio B 





JAMES T. JENKINS, M.D. 


Fellow American Proctologic Society 





Fellow American College of Surgeons 


Fellow International College of Surgeons SU RGERY 


Practice Limited to Diseases of the Anus, Rectum 
and Colon 





2021 N. Central Ave. 
ieee silanes ocak tellin DELBERT L. SECRIST, M.D., F.A.C.S. 


123 South Stone Avenue 


PSYC H IATRY Tucson, Arizona 








Office Phone MA 2-3371 Home Phone EA 5-9433 
CARL BREITNER, M.D. 


Psychiatry 
AL 2-9108 EDWARD L. KETTENBACH, M.D. 
1515 N. 9th St. Phoenix, Arizona F.A.C.S., F.1.C.S. 
SURGERY 








LEO RUBINOW, M.D. Diplomate American Board of Surgery 
PSYCHIATRY 2324 North Tucson Blvd Phone EA 5-2605 


AM 6-0630 Tucson, Arizona 
224 E. Thomas Rd. Phoenix, Arizona 








SPEECH PATHOLOGY DONALD A. POLSON, MD., M. Sc. 


GENERAL SURGERY 


ROBERT N. PLUMMER, Ph.D. Certified by the American Board of Surgery 
SPEECH PATHOLOGIST 
ERIN ONO 550 W. Thomas Road 
American Speech and Hearing Association Phone CRestwood 4-2081 
Diagnoses Speech and Swallowing Therapy 
240 W. Osborn Rd. Phone AM 5-0071 
Phoenix, Arizona 





Phoenix, Arizona 








Vol. 18, No. 2 


ARIZONA MEDICINE 


INDEX TO ADVERTISERS 


Breon, Geo. A. & Co. 
Bristol Laboratories ...... 31A, 32A, 33A, 34A, 55A 
Burroughs- Wellcome Co. .........-cseceseees 67A 


Butlers Rest Home 


Camelback Hospital 
Camelback Professional Building 


Case, G. M., Laboratories, Inc. .............. 37A 
Doctors Directory 

Franklin Hospital 

Grunow, Lois, Memorial Clinic 


he rr 29A 
Hillerest Medical Center 


Hobby Horse Ranch School 


Las Encinas Sanatorium 
Lederle Laboratories 52, 53, 20A 
Fe ree Front Cover, 16A 
Loftin’s Business Forms 


i ee, oak oh enw eek eens ake ewe 62A 


MacAlpine Drugs 
Medical Pavillion, The 
Pe ME EM, - idinwcicaaedacuewciee ties 48A 


Nurses Directory 


Pharmacy Directory 


es SIO GI os cwiccacavcivncensss 37A 


Robins, A. H. & Co. ....21A, 22A, 40A, 41A, 61A 
Roerig, J. B., Laboratories 38A, 39A, 64A 


Ryan Evans Drugs 


ES davccie Ciusatene seek aed gehnans 15A 
OE oe OE eee eae ee 1lA 
Searle, G. D., & Co. 

Schieffelin Co. 

Smith, Kline & French Laboratories. .Back Cover 
Squibb, E. R. & Sons Co. ........... 13A, 17A, 65A 


Inside Front Cover, 1A 
42A, 43A, 44A, 45A 


Wallace Laboratories 


Wayland Drugs 
Wesson Oil & Snowdrift Sales Co. ....... 18A, 19A 
Wine Advisory Board 


Winthrop Laboratories 





Julius Citron, D.S.C., A.C.F.S. 
40 E. Thomas Rd. — CR 9-416] 


Howard B. Seyfert, Jr., D.S.C. 
753 E. McDowell Rd. — AL 4-4414 


Felton O. Gamble, D.S.C. 
1888 N. Country Club Rd. — EA 6-3212 


E. Gene Shank, D.S.C. 
2004 N. Campbell — EA 6-6077 





ARIZONA PODIATRY ASSOCIATION 
PHOENIX 


Daniel R. Nenad, D.S.C. 
205 E. Camelback Road. — AM 5-7510 


Irwin D. Shapiro, Pod.D. 
40 E. Thomas Rd. — CR 9-4161 


TUCSON 


Harold E. Mitton, D.S.C. 
318 E. Congress St. — MA 3-9151 


Samuel Mason, Pod. D. 
461 W. Catalina Dr. — AM 6-1009 


A. Stern, D.S.C. 
17 S. Ist St. — AL 3-2231 


Martin Snyder, D.S.C. 
2629 E. Broadway — EA 5-6333 


Ernest C. Badger, D.S.C. 
Lowell, Arizona — HE 2-3361 
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LOIS GRUNOW MEMORIAL BUILDING 


McDOWELL AT TENTH STREET PHOENIX, ARIZONA 


uj] OPTHALMOLOGY 
5 = John S. Aiello, M.D., F.A.C.S. 


GENERAL SURGERY 


H. G. Williams, M.D., F.A.C.S. 
David C. James, M.D. 


| INTERNAL MEDICINE 
- Hilton J. McKeown, M.D., F.A.C.P. 
C. Selby Mills, M.D., F.A.C.P. 
S. Kent Conner, M.D. 
Thomas A. Edwards, M.D. 
John F. Westfall, M.D. 


PEDIATRICS 


Robert W. Ripley, M.D. 
Wm. J. Beckmeyer, M.D. 


CARDIOVASCULAR 
MEDICINE 


Thurl E. Andrews, M.D. 


UROLOGY 
= 6s ML. Day, M.D. F.A.CS. 


OBSTETRICS and GYNECOLOGY 
OTOLARYNGOLOGY Clarence B. Warrenburg, M.D. 
D. E. Brinkerhoff, M.D., F.A.C.S. William E. Crisp, M.D., F.A.C.S. 
V. A. Dunham, Jr., M.D. 


NEUROSURGERY ORTHOPEDICS 
John A. Eisenbeiss, M.D., F.A.C.S. Frederick P. Snyder, M.D. 
William B. Helme, M.D. 


PSYCHIATRY and NEUROLOGY GENERAL DENTISTRY 
Maier I. Tuchler, M.D. George F. Busch, D.D.S. 


LABORATORIES 
Director—Thomas A. Hartgraves, M.D., F.A.C.R. 
Associate Radiologist—Don E. Matthiesen, M.D. 

Associate Pathologist—O. O. Williams, M.D., F.A.C.P. 


The construction of a new addition has been completed and suites are now available for leasinc 
both in the present building and in the new addition. For information call the leasing office, A! 
2-0494. 























AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 

THAT REMOVAL 

OF HIS GALLBLADDER 
WILL NOT SERIOUSLY 
IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K..: 
M. Clin. North America 43:1133 (July) 1959. 


when the patient 
needs 


increased bile flow... 


DECHOLIN 


stant loss of bile |from relaxation 
Tareices mre) Mm O@le elmira) eh valitimenle) cea ns 


reduces the amounts available 


for lipid absorption after meals, with 
} 


resulting clinical symptoms apparently 
relieved by bile acid administration.” 
Source: Popper, H., and Schaffner, I 
Liver: Structure and Function, New 
York, McGraw-Hill 1957, p.: 309 


j 
and foi hydrow holeresis plus 
WELEATILL ELA AYA 


DECHOLIN® WITH BELLADONNA 
with b nr AME 


COMPANY, INC 
Elkhort + Indiono 
Toronto + Canada 














CONTROL WHEN IT 
IS VITALLY NEEDED: 
THORAZINE” INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidance and counselling. 
‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, tor 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 


3 


Smith Kline & French Laboratories 





